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THE IMPACT OF THE PATIENT REPRESENTATIVE ON SATISFACTION

Diana L. Newman, Ph.D.
Western Michigan University, 1996

As the cost of providing healthcare services continues to
rise, hospitals and other healthcare provider organizations adopt
businesslike approaches to increase efficiency and productivity.
The satisfaction level of the individual patient may, however, be
determined by how care is delivered rather than what services are
provided.
In order to enhance patient satisfaction and prevent the con
sequences of dissatisfaction, many healthcare institutions have ut
ilized the role of the patient representative.

The primary function

of the patient representative is to act as a liaison between the
patients, their families, and the healthcare providers and staff.
The purpose of this study was to examine the relationship be
tween the role of the patient representative and the patient's and
family's satisfaction.

Five emergency departments were studied.

Three emergency departments had the services of the patient repre
sentative available and two emergency departments did not.

A quest

ionnaire was given to each patient, family member or friend in order
to measure satisfaction levels.

The questionnaire was designed to

measure five components of satisfaction as determined by the liter
ature: communication, access to care, humaness of care, waiting time

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

and the physical environment of the department.
The response rate for the study was low, averaging 7%.

The

data was examined in terms of individual emergency departments, com
bined totals for all participating departments, and departments with
patient representatives compared to those without patient represen
tatives.

The hypothesis that a patient representative may impact

satisfaction levels positively was not supported.

Although results

are not generalizable because of the low response rate, significant
scores were found several satisfaction categories.

Humanness as a

predictor of satisfaction among independent, demographic variables
was significant at the .03 level and may impact satisfaction regard
less of a patient representation.

A Chi-Square test also produced

significant results of satisfaction variables among demographic
categories.

"Communication" by "gender" was significant (.03) as

was "humanness" by "age" (.01) and "education" (.02).

Although

waiting time scores were not significant, they had the lowest mean
score of all satisfaction categories, in all departments.

It also

had the lowest mean scores for all demographic categories and urgen
cy of care.
The findings of this study did support the many studies that
demonstrate the patient's expectations of humanness and communica
tion as they seek medical attention.

It also stresses the impor

tance of caring, concerned health care providers in meeting the
patient's needs.
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CHAPTER I

INTRODUCTION

Statement of the Problem

As the cost of providing healthcare services continues to rise,
hospitals and other healthcare provider organizations have adopted
businesslike approaches to increase efficiency and productivity. The
health care environment today is often perceived as a cold, imper
sonal, highly technical atmosphere that depicts patients as room
numbers, like the woman in 203, and real people as diseases, like
the gall bladder in surgery.
The satisfaction level of the individual patient, however, is
often determined by how care is delivered rather than what services
are provided (Cleary & McNeil, 1988).

Dissatisfaction appears to

increase when patient expectations are disconfirmed (Ross, Frommelt,
Hazelwood & Chang, 1987).

Families who believe the institution is

trying to separate them from the patient may also generate com
plaints. Outcome measures, such as switching providers or compliance
with prescribed treatment or therapy are also indicators of satis
faction or dissatisfaction (DiMatteo, Prince & Taranta, 1979; Lind
er, 1991; Pascoe, 1983; Pascoe & Attkisson, 1983; Ross et al. 1987;
Smith, 1993; Starfield, 1974; Ware & Davies, 1983; Woodside, Frey &
Daly, 1989).
Similarly, liability issues for the organization and the pro-

1
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viders greatly Increase if the consumer is unsatisfied (Anderson,
1990; Cunningham, 1991; Gekas, 1978; Parker, 1978; Sax, 1978; Vu,
Marcy, Verhulst & Barrows, 1990).

Patients' recommendation, and

repeated use, of a facility plays a key role in generating demand
which can lead to hospital stability and growth (Fisk, Brown, Can
nizzaro & Naftal, 1990; Greene, 1994; Kalafat, Siman, & Walsh, 1991).
Patient satisfaction is a contributing factor to repeated use (Press,
Ganey & Malone, 1992).

Consumer loyalty is expressed in terms of

"favorable patient return behavior" (John, 1991, p. 56) and is there
fore a top priority objective for many organizations.

Kalafat et

al., (1991) reports on a study done by T. Peters (1988) that refers
to a phenomenon called the remarkable comeback.

This study present

evidence that responding to a patient's concern, even if the re
sponse involves no specific action beyond an apology, yields a great
er return rate, even higher than those patients who experienced no
complaints (p. 572).

Also, satisfied patients can save hospitals

money by reducing the amount of time it takes to resolve complaints
(Press et al., 1992).
Many healthcare institutions have utilized the role of the pa
tient

representative in an attempt to increase patient satisfac

tion. The primary function of the patient representative, also known
as a patient advocate, omsbudperson, patient relation coordinator or
guest representative (Waters & Al-Assaf, 1993), is to act as a lia
ison between the patients, their families, and the healthcare pro
viders and staff (Hogan, 1980; Marks, 1984; American Hospital Asso-
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elation, 1985; Waters & Al-Assaf, 1993).

One of the goal of the

position is to "identify patient needs and expectations" (Kippels &
Perry, 1979, p. 107).

Other major duties often include problem

solving, complaint investigation and grievance opportunities (Car
mel, 1990; Charters, 1993; Marks, 1984; Mailick, 1984), as well as
identification of system problems and unmet needs of the patient
(Kalafat et al., 1991; Ziegenfuss, 1985).

Providing assistance by

information-gathering and referral to appropriate sources (Charters,
1993; Hutmann, 1981; O'Malley & Serpico-Thompson, 1992) and promot
ing communication between patient and provider also serve to in
crease the humanistic aspect of the technical environment (Hogan,
1980; Leebov, 1988; Marks, 1984; Pascoe & Attkisson, 1983; Pearman,
1978).

Emotional support for the patient and/or family members dur

ing death, trauma and accidents reflects the institution's mission
of compassionate care (O'Shea, 1987).

Advocacy, on behalf of the

patient or family (Hogan, 1980; Pearman, 1987), and the flexibility
to address unusual situations (Eisenberg, 1980) are often incorpor
ated into this position.

Purpose Statement

The purpose of this study is to examine the relationship be
tween the role of the patient representative and the patient's and
the family's levels of satisfaction in the context of hospital emer
gency departments.

The null hypothesis being tested is that there

is no difference in the level of patient satisfaction in emergency
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departments where a patient representative is utilized and in emer
gency departments where patient representative services are not
available.

This after all, deals with the issue of providing the

services without the position.

The patient representative role, the

independent variable, is defined as a formal position within the
health care organization where the primary responsibility is that of
a facilitator between the institution and patients/families.
level of the satisfaction is the dependent variable.

The

Patient sat

isfaction is a subjective assessment on the part of the patient and/
or family.

Patient satisfaction is defined in terms of the patient/

provider/facility encounter.
The literature has identified the following factors as indica
tors of patient satisfaction: patient-provider communication (Mere
dith, 1993; Press et al., 1992); access to care including location
and ingress/egress of the facility as well as the services that are
available at the site (Lochman, 1983; Meisehheimer, 1991; Penchansky
& Thomas, 1981; Thomas & Penchansky, 1984); the humanness of inter
personal aspects of care such as empathy, concern and caring of the
staff (Cleary & McNeil, 1988; Leininger, 1988; Spiegel & Backhaut,
1980; Pascoe & Attkisson, 1983); waiting time which includes periods
of time waiting to be seen by a medical provider, waiting for test
results or time spent anticipating diagnosis/treatment (Gillette,
Byrne, & Cranston, 1982; Mowen, Licata & McPhail, 1993; Piper,
1989); and the physical environment of the facility in terms of
cleanliness, quiet and comfortable surroundings as well as avail
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able restrooms and telephones (Pascoe & Attklsson, 1983; Perreault,
Leichner, Sabourin & Gendreau, 1993).
Most patient satisfaction theories are based on a discrepancy
approach (Larsen & Rootman, 1976; Pascoe, 1983; Pope, 1978).

The

discrepancy approach examines the difference between expected and ac
tual care.

The patient's expectations could focus on waiting time

(Ross, Wheaton & Duff, 1981), the need for clear and concise infor
mation and explanation of diagnosis/treatment (Korsch, Gozzi & Fran
cis, 1968), perceived caring or concern on the service providers
(Korsch et al., 1968), or technical competence of medical staff
(Ross et al., 1981).

Such expectations may be a function of status

whereby the patient's perceptions are based on cognitive information
which formulates expectations or prior patient experience with the
hospital or services (John, 1991; Nolan & Swan 1985; Pope, 1978).
A significant indicator of the level of satisfaction occurs when a
patient's expectations of the physician-patient relationship are met
confirming the importance of the art of medicine and the proverbial
bedside

manner (Francis, Korsch & Morris, 1969; Korsch et al.,

1968; Larsen & Rootman, 1976;

Shore & Franks, 1986).

A problem with the discrepancy approach is fact that patient
satisfaction is multidimensional phenomenon (Zastoeny, Roghmann &
Hengst, 1983).

It may therefore be misleading to measure any one

dimension where expectations have, or have not, been met.

Moreover,

there appear to be different types of expectations as defined by J.
A. Miller (1977) : ideal, minimum, expected and deserved (Pascoe,
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1983). Pascoe (1983) explains that "to measure patient satisfaction,
it is necessary to establish which type of expectation is used" (p.
188).

Summary

It is the contention of this study that the inherent nature of
the role of the patient representative

as a supporter, facilitator

or communicator will serve to narrow the gap between the expected
and actual emergency department encounter.

Five emergency depart

ments, each housed within a larger healthcare institution, are stu
died to determine if the role of the patient representative has the
expected impact on the level of patient satisfaction.
The focus of this study is to evaluate levels of patient
satisfaction, both when the patient representative is involved dur
ing the encounter with health delivery services and when the patient
representative position does not exist in the emergency department.
Since the role of the patient representative, and the components of
patient satisfaction are similar in many ways, can the patient re
presentative increase the level of satisfaction?
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CHAPTER II

LITERATURE REVIEW

This section examines the relevant literature pertaining to
patient satisfaction in hospital settings.

It will first address

the discrepancy approach to patient satisfaction, the theoretical
base

of this study, followed by studies of patient representatives

(the

independent variable), andpatient satisfaction studies (the

dependent variable). It will close by examining those studies that
address the emergency department in terms of the patient representa
tive and patient satisfaction.

Discrepancy Theory

Many patient satisfaction studies pay little attention to a
theoretical base (Ross et al., 1987, p. 18).

They simply report

situations that seem to be associated with increased (or decreased)
levels of patient satisfaction.

Of those satisfaction studies that

have included a theoretical component, the most common approach has
been the discrepancy approach (Larsen & Rootman, 1976; Pascoe, 1983;
Pope, 1978; Ruggeri and Dall'Angola, 1993).

Discrepancy theories

include the subject's perception of what is expected or valued as
the baseline for comparing actual outcomes (Pascoe, 1983, p. 186).
This approach emphasizes that the level of satisfaction is the end
result of an interaction between patient expectations and subsequent

7
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experience (Ross et al. 1987, p. 18).

An example of the discrepancy

approach is the process theory of satisfaction as defined by Ross et
al., (1987) which states that initial expectations about health care
or medical treatment are a major determinant of satisfaction with
that service or treatment.
A study of a pediatric clinic by Korsch et al., (1968) report
ed lower satisfaction levels for mothers who expected certain proce
dures or medications that were not provided (such as shots, tests,
x-rays, medicine or a cure for the child involved).

This study also

showed that patients who were referred for further diagnosis or
treatment tended to be more dissatisfied because their expectations
exceeded what could happen in such a clinic.
Expectations of acceptable waiting times are different for
patients and physicians.

Piper (1989) observed that

the time physicians feel that patients can wait before becom
ing dissatisfied far exceeds the patient's expectations. When
the waiting time exceeds the patient's expectations, the pa
tient feels that the hospital staff does not care and is in
sensitive to the patient's illness. (p. 403)
Technical aspects of care, as judged by the patient, are usual
ly perceived technical evaluations, as most patients cannot judge by
medical criteria.

Patients are aware of their own expectations of

technical quality, however, and some researchers argue that satisfac
tion is usually based not on technical skills, intelligence or qual
ifications but on perceived interpersonal and communication skills
(Cleary & McNeil, 1988; Gillette et al., 1982).
The impact of previous hospital experiences on expectations
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and satisfaction greatly impacts current experiences.

John (1992)

reports that prior satisfaction with the health care system in gen
eral, and the same hospital in particular, has significant influence
on current satisfaction with levels of care.

Related research by

Pope (1978), reports on a study of an HMO that finds higher satis
faction levels for those subscribers who have a regular physician in
the program.
Patient expectations may also influence the satisfaction level
of the visit in terms of outcomes (Korsch et al., 1968). A reduction
in compliant behavior was reported by Francis et al., (1969) in cases
where the patient's mother perceived the doctor to be less friendly
than she had expected.
The overall level of the patient's satisfaction with medical
services is influenced by how the physician's role meets the pa
tient's expectations (Larsen & Rootman, 1976).

Francis et al.,

(1969) confirm the above with findings that show satisfaction with a
medical visit is influenced by the extent to which a patient's ex
pectations are met.

StiTnmary of Theory Literature

If, according to discrepancy theory, patient satisfaction de
pends upon the fulfillment of the patient's expectations, the role
of the patient representative could become instrumental in closing
any gap that may exist between the expected and the actual exper
iences in the emergency department.

While patient expectations may

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

be influenced by personal characteristics, socioeconomic factors, or
past experiences, one of the main indicators of patient satisfaction
is the difference between the expected and actual care received.

The Patient Representative

Early in 1970, the American Hospital Association (AHA) recom
mended to its members the Patient's Bill of Rights.

This acknow

ledged "that all patients have important needs that extend well be
yond the specific professional service for which they enter a hos
pital" (Krause, 1979, p. 77).

In 1972, the AHA invited the newly

formed national patient representative organization (The National
Society for Patient Representatives) to become an affiliate, es
tablishing the patient representative role as a major player in the
hospital setting and providing the organization with a direct link
into the powerful AHA (Mailick, 1984).

In the late 1970s Hospitals.

the national journal for the AHA, dedicated a section of one issue
to address the human ingredient.

The issue focused on humanistic

health care and the articles included Prospects for H u m a n e Care are
Hopeful (Howard &

Derzon, 1979), Can Hospitals Afford to Care Less?

(Hofmann, 1979), Hospitals Need Humanism (Kraus, 1979), and Medical
Center Supports Patient Advocacy (Kippels & Perry, 1979).
The beginning of an ombudsman concept may have originated in
Scandinavia 165 years age when "a politically independent represent
ative of the people resolved problems through fact-finding and per
suasion" (Vaters

& Al-Assaf, 1993, p. 184).

The decade of the 70s,
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however, which recognized individual's rights in the health care
setting, focused on the dignity of the patient.
the humanizing of human services.

This focus stressed

It also provided the arena for

the evolution of the patient representative role.
The "need to bridge the gap between the patient's expectation
and the realities in the health care delivery system" (AHA, 1985, p.
3) required a change in philosophy for many healthcare organizations.
Early leaders in this change included the state of Colorado, which
mandated a patient representative in every hospital with more than 50
beds. In addition, the state of New Jersey's Insurance Exchange which
a two percent surcharge on any malpractice premium from a facility
that does not have a formalized grievance program (Eisenberg, 1980).
Although the patient representative's role may not constitute a "for
mal grievance program" it does provide a systemic mechanism to hear
patient complaints.

In the case of New Jersey, the new philosophy

was reflected in the increase in the number of hospitals utilizing a
patient representative.

An AHA survey, conducted in 1975, reported

960 hospitals nationwide with patient representative programs.
1984, the number had grown to 3,084 (AHA, 1985).

By

Although the AHA

does not any longer track the actual number of hospitals with pa
tient representatives, the Patient Representative Association has a
current membership of 1,125 members (AHA, 1996).
The functions of a patient representative, according to the
Society of Patient Representatives of the American Hospital Associa
tion (1985) including the following: complaint investigation, refer
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ral to appropriate services and resources, interactions with hospi
tal personnel to enhance the service delivery system, sensitizing
health care professionals to the patient's needs, and communication
with patients regarding satisfaction.

Patient representatives des

cribe themselves as the patient's friend, the voice of the patient,
and a person who bridges the communication gap (Hogan, 1980).

Early

accounts of the patient representation program noted customer ser
vice and hospitality duties such as "ensuring the personal comfort
of the patient and family, responding to and handling complaints
about food, housekeeping and other nonmedical problems and arranging
parking permits" (Mailick, 1984, p. 264).

While these duties are

important and essential to meeting patient's expectations, other
critical responsibilities have emerged in the area of litigation and
risk management.

Charters (1993) has identified the patient re

presentative as the patient grievance mechanism which could meet the
grievance objective as the mandated by the Joint Commission on Hos
pital Accreditation (JCHA). Parker (1978) says the patient repre
sentative is "the best possible attempt to communicate with the pa
tient" (p. 157) in risk management situations.

By recognizing po

tential legal problems and assisting in their prevention (Eisenberg,
1980; Waters & Al-Assaf, 1993), as well as being involved in the
early identification

of situations that may lead to a patient's

grievances (Gekas, 1978; McDonald, 1980), patient representatives
enhance risk management programs.

Indeed, a membership study of pa

tient representatives completed in 1982 demonstrated their growing

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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responsibility (AHA, 1985, p. 61).

A total of 94.6 % had access to

medical records, 55.6% had access to hospital legal counsel; 51.3%
reviewed incident reports, and 40.9% were interviewed about their
program by the JCHA survey team.

Sum m a r y o f

Patient Representation Literature

The technical aspects of providing health care services in a
hectic, fast-paced environment such as an emergency department some
times overshadow the human elements of the patients who present
themselves for treatment. Although the patient representative's role
has changed since its inception, it has always focused on humanizing
the health care event by identifying and addressing the needs of the
patient, assisting family and friends of the patient during the hos
pital experience and promoting communication and understanding be
tween the patient, the health care providers and the hospital.

A

patient representative is a facilitator between patients, their
families/friends, the staff and the institution itself.

Patient Satisfaction

Ware, Davies-Avery and Stewart (1977) reviewed 25 years of pa
tient satisfaction literature written prior to 1976 and identified
111 studies.

They examined those

studies to "define the concept of

patient satisfaction and identify its major dimensions" (p. 2) and
"to evaluate the state of the art of measuring patient satisfaction"
(p. 2).

Major dimensions of satisfaction included the art of car
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ing, technical quality of care, accessibility/convenience, finances,
physical environment, availability, continuity of care, and effica
cy/outcomes of care.

This study also states that although properly

constructed multi-item measures generally yield more score variabil
ity and higher reliability and validity than single-item measures,
two-thirds of the studies examined relied on single-item measures.
Patient satisfaction studies have covered a broad range of patients,
providers, and healthcare organizations as well as demographic char
acteristics.

For example, one study examined the satisfaction level

of Medicaid beneficiaries (Temkin-Greener fit tfinchell, 1991) and found
significantly increased satisfaction when managed care programs
within the Medicaid system allowed private practice physicians to
provide care as opposed to Medicaid clinics.

Studies of low income

families have shown increased satisfaction levels based on favorable
attitudes toward the personal qualities of the physician (Hulka, Zyzanski, Cassel & Thompson, 1971). The conclusion was that a patientprovider relationship does exist, is "bidirectional, and it is re
ciprocal in nature" (p. 705).

This provides evidence that there is

a clear relationship between use and satisfaction (Zastowny, Roghmann & Cafferata, 1989).

A study of pediatric patients (Zastowny,

Roghmann & Hengst, 1983) focused on satisfaction and utilization
within several different structures.
the patient-provider interaction.

It confirmed the importance of

Studies of the elderly have shown

that improved satisfaction may also improve rates of compliance for
elderly patients (Linn, Linn & Stein, 1982), and that elements of
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the patient-physician relationship topped first and second order
lists of factor analysis in a study of geriatric patients (Cryns,
Nichols, Katz & Calkins, 1981).
In each of these studies, the level of satisfaction was higher
for white respondents than black respondents and higher for older
respondents than for younger ones.

In general, those respondents

with higher levels of education were also more concerned with tech
nical concerns and professional competency, while all agreed that
the setting of the service was important.

Health care seemed more

personal, thus eliciting higher satisfaction, in a primary care set
ting rather than a clinic situation.
More recently, factors associated with satisfaction among HIVinfected persons were identified (Stein, Fleishman, Mor & Dresser,
1993).

A. greater number of HIV-related symptoms and the increased

frequency of medical visits, tended to decrease the level of sat
isfaction. However, also with this population, patients seen by pri
vate physicians were more satisfied than those who sought care at a
clinic.

Similarly, disabled patients were studied to determine dis

satisfaction with primary care (Patrick, Scrivens & Charlton, 1983).
Respondents with a higher level of disability were more likely to be
dissatisfied with access, quality of care and recent experiences
than those who were less disabled.
The impact of the physician upon patient satisfaction has also
been examined extensively (Burgoon, Pfau, Parrott, Birk, Coker &
Burgoon, 1987; Comstock, Hooper, Goodwin & Goodwin, 1982; DiMatteo &
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Hays, 1980; Feletti, Finnan & Sanson-Fisher, 1986) as well as the
relation between nursing care and patient satisfaction (Gardner &
Wheeler, 1988; Guzman, Sliepcevich, Lacey, Vitello, Matten, Woehlke
& Wright, 1988; Koska, 1989; Ventura, Fox, Corley & Mercurio, 1981).
Physicians who are courteous, respectful and maintain a professional
manner seem to inspire general confidence, perceived technical com
petence and have higher satisfaction levels.

Information sharing,

communication and reassurances, from both physicians and nurses, also
establish positive rapport and increased satisfaction.

Gardner and

Wheeler (1988) reported that patients and nurses, regardless of the
specialty area, agree that supportive behavior includes showing in
terest in the patient, assessing the patient, and providing moral
support.

One study examined physician satisfaction with patient

encounters and found that aspect significantly neglected in the an
alysis of physician-patient relationships

(Shore & Franks, 1989, p.

587).
Still others have investigated satisfaction levels in HMOs,
primary medical care setting, group practices, general practices,
family practices and college health settings.

In a 1978 study of a

large HMO, Pope found that satisfaction is highest for patients who
have a regular doctor within the HMO, are older, and live in fami
lies who rate their health as excellent.

Another HMO study conduct

ed by Weiss and Senf (1990) supported Pope's findings in that res
pondents who reported being satisfied stayed with their health care
provider (even when given an opportunity to change providers within
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the system) and generally considered themselves to be in good or ex
cellent health.
Having a regular source of medical care and being satisfied
with life in general are also important predictors of patient sat
isfaction in primary medical care (Weiss, 1988).

A study of group

practices in a prepaid plan found that inconvenient locations for
required services and providers topped the list of reasons for dis
satisfaction with the plan (Bashshur, Metzner & tforde, 1967).

Pa

tient satisfaction in general practice, as reported in the British
Medical Journal, shows that satisfaction levels were highest when
the doctor gave the patient sufficient time, examined them thorough
ly when necessary, undertook all required tests, and explained all
procedures clearly, leaving the patients with no unanswered ques
tions (Kaim-Caudle & Marsh, 1975).

Another study (DiMatteo & Hayes,

1982), conducted within a family practice center showed that sat
isfaction depended upon the rapport the physician established with
the patients which, in turn was instrumental in creating good com
munications and a perceived level of technical competence.

DiMatteo

and Hays (1980) found that "such evidence suggests the possibility
that patients first judge the effective care they receive and then
generalize to an assessment of technical competence without a know
ledge base for such an assessment" (p. 32).

College students were

satisfied, according to Gillette et al., (1982) when they perceived
technical competence and adequate interpersonal aspects of care.
Outpatient services, ambulatory care centers, and nursing
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homes have been studied as well as inpatient facilities. (Guzman et
al., 1988) and nursing homes (Kleinsorge & Koenig, 1991). Outpatient
services studied by Caplan and Sussman (1966) found that the pa
tient's satisfaction with medical care was influenced by the pa
tient's opinion of the clinic physician, his/her perception of the
physician's interest, satisfaction with the physician assignment
system and his/her evaluation of the available medical equipment.
Counte (1979) studied outpatients in a comprehensive multiple scler
osis treatment center. The focus of the study was to assess the con
vergent validity of three, common types of patient satisfaction mea
sures: global, facet/Likert, and facet.

The study showed that the

global method appears to reflect a personalized versus generalized
referent, suggesting that measurement bias may limit the compara
bility of patient attitude studies with those that use different
procedures.

Ware and Hays (1988) also compared methods for measur

ing patient satisfaction with specific medical encounters and found
that the "E5 scale" (a five point response scale ranging from "ex
cellent' to 'poor") showed greater response variability and better
predicted intent to return to the same doctor, willingness to recom
mend the doctor to a friend, and willingness to comply with medical
regimes than a six point scale ranging from "very satisfied" to
"very dissatisfied."
Another attempt to accurately assess patient satisfaction was
conducted in an ambulatory care setting by Pascoe and Attkisson
(1983) who used an evaluation ranking scale that gave more specific

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

19

information about program components than a global view.

This gave

giving administrators greater utility for making changes (p. 345).
Guzman et al. , (1988) developed a tool to assess non-physician en
counters (particularly those with nurses) in an inpatient setting
and found that nursing care permeates the patient's experience. They
also found that nursing care contributes a great deal to patient
satisfaction.

Kleinsorge and Koenig (1991) surveyed both nursing

home patients and their families and found similar perceptions re
garding non-physician encounters and patient satisfaction in terms
of staff, administrators, dietary and housekeeping.
Outpatient psychiatric services and inpatient psychiatric care
have been examined in terms of patient satisfaction as well as com
munity mental health centers and partial hospitalization settings.
Perreault et al. (1993) studied outpatient services in psychiatry
and found that the service dimensions most frequently noted by pa
tients were physical environment and atmosphere, personnel quali
ties, and intervention characteristics.

Inpatient psychiatric pa

tients have been studied and have cited interpersonal relationships
with staff as a key factor for patient satisfaction in one study
(Elbeck & Fecteau, 1990) and a variety of issues relating to the
care giver from the patient's perspective in another study Elbeck,
1992).

Community mental health centers have been studied from an

organizational point of view as well as the patient's point of view.
Organizationally, several problems with measuring patient satisfac
tion in community mental health centers were discussed by McPhee,
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Zusman and Joss (1975).

These include the fact that the concept of

satisfaction was too simplistic, the issue of weighing various fac
tors, the question of how additional funds could impact satisfaction
and the timing of patients' assessments of the outcome of service.
Another study in the community mental health area found three fac
tors to be important for patient satisfaction ratings: general life
satisfaction, mode of service administration, and psychological sym
ptomatology (LeVois, Nguyen & Attkisson (1981).

Love, Caid and Da

vis, Jr. (1979) found that the most negative rating of the patients
of an inner city community mental health center concerned staff re
sponsiveness in terms of incomplete answers to questions, overconc e m for rules and regulations and not providing additional needed
services.

Another satisfaction study of psychiatric patients was

conducted in a partial hospitalization program and examined the phy
sical environment, the therapists, the treatment strategies, and
preparation for community autonomy.

Satisfaction with treatment was

the only significant finding (Corrigan & Jakus, 1993).
Sociodemographic factors that have consistently been linked to
higher satisfaction levels are the age and sex of patients.

Inc

reased patient satisfaction is significantly associated with being
older and being female (Fox & Storms, 1981; Linn et al., 1982).
Health-related behaviors, such as service utilization, switching
providers and compliance with treatment also demonstrate patient
satisfaction, or the lack thereof.

There is a direct link between

increased use of services and high satisfaction levels (Ware et al.,
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1977).

A reluctance to return to one's physician based on dissat

isfaction (DiMatteo et al., 1979) and resignation from health main
tenance organizations citing dissatisfaction as the reason (Pope,
1978), demonstrate the impact of temporary (or permanent) switching
of health care services.

A longitudinal study conducted by Marquis,

Davies and Ware (1982) found that lower satisfaction is a signifi
cant predictor of subsequent doctor shopping.

In terms of patient

compliance, satisfaction is positively related to appointment keep
ing, willingness to follow physician instructions and medicine use
(Davis, 1968; Pascoe, 1983; Ware & Davies, 1983).

Emergency Department

There are five key components to patient satisfaction in the
emergency department, according to Cunningham (1991).

They include

prompt service, necessary equipment, professional staff, provision
for children and an emphasis on care, not money (pp. 20-22).

To

increase patient satisfaction based upon the unique needs of the em
ergency department, one hospital established a Family Liaison Com
munication Program to assist patients and their families through the
emergency room visit (Johnson, Heinzerling, Mattison, McGum, Rock 6c
Smith-McMahon, 1993). The Family Liaison Communication Program striv
ed to keep patients and family members close together during the
visit, kept families of critically ill patients well attended, and
informed and addressed the needs of the families of less emergent
patients.
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One study measuring the impact of an emergency department om
budsman (advocate or patient representative) found that an ombudsman
can alleviate many of the chronic complaints of the emergency depart
ment: "long waits, perceived impersonality of harried staff members
and a lack of information and emotional support" (Lane & Evans,
1978, p. 104).

A support person (ombudsman, advocate, patient re

presentative) in the emergency department can also empathize with
the patient's fear, reduce the family's anxiety and demonstrate the
organization's caring and compassionate capacity.

Summary of the Emergency Department Literature

The benefits of having a patient representative position in
the emergency department can be classified as humanistic, clinical,
and financial.

From a humanistic point, of view the patient repre

sentative can provide one-on-one, personal care as the emergency pa
tient and family progress through the system.

The patient repre

sentative, therefore, demonstrates the caring, compassionate image
of the larger organization.

Clinical productivity may also be im

proved if the patient representative (as a non-medical provider) can
keep the patient and family informed of the treatment process or
procedural questions, allowing the medical and nursing staff to con
centrate on direct care.

Providing information and reducing per

ceived waiting times may also positively affect the patient's and
family's perception concerning the experience, promoting return vis
its and referrals which could impact the hospital's market share.
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Summary of Entire Literature Section

It is clear from this array of research that many factors im
pact on patient satisfaction besides the actual medical or psychia
tric treatment.

From a theoretical basis, the discrepancy approach

of expected versus actual care is most commonly used to rationalize
patient satisfaction.

In this view, the goal of the patient repre

sentative's role is to assist patients, families and staff during
the emergency room visit to humanize a very hectic, seemingly cold
and impersonal, often highly technical experience.

If, through this

facilitation and communication, health care seems more caring and
compassionate, and actual care is more commensurate with expecta
tions, patient satisfaction levels may impact return visits, refer
rals and other use of the facility, all influencing the financial
viability of the organization.
Five components of patient satisfaction, based upon this re
view of the literature are examined in this study.

The indicators

include: (1) patient-provider Communication; (2) Access to care (in
cluding convenience of the location and ease of physical access to
the facility); (3) the Humanness of interpersonal aspects of care
(such as caring, concerned, compassionate staff); (4) Waiting Time;
and (5) the Environment itself (including cleanliness, quietness and
general atmosphere).
The emergency department was chosen as the medium for this
study of patient satisfaction and the impact of the patient repre
sentative, because it is a typically separate entity within a larger
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healthcare organization, yet which reflects similar patient atti
tudes, behaviors and expectations throughout the health care service
arena.

The emergency department also adds the additional dimension

of emergent care which presumably heightens certain components of
satisfaction: waiting time, caring and compassionate providers, sup
port for family and friends, technical capabilities of the depart
ment and a clean, private environment.

The patient representative

working in the emergency department has a role as diverse as the
patients who present for treatment.

Because the job descriptions of

patient representatives and the variables of patient satisfaction,
as reported by the literature, are very similar, this study was con
ducted to determine the impact of the role of the patient represen
tative on patient satisfaction.
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CHAPTER III

COMPONENTS OF PATIENT SATISFACTION

Five variables were selected for this study, based upon the
patient satisfaction literature, to measure patient satisfaction:
(1) patient-provider Communication, (2) Access to care, (3) Inter
personal aspects or Humanness of care, (4) Waiting Time, and (5) the
Environment of the facility.

Patient-Provider Communication

The most frequently studied patient-provider relationship is
that of physician and patient.

Meredith (1993) discussed the "poli

tics of patient satisfaction" (p. 591) as he explored communication
difficulties which patients face.

Historically, the physician dic

tated, and the patient presumably listened and then did exactly as
directed.

Since the 1960s, patient communication as a formal com

ponent of medical education has replaced the conception of bedside
manner described above. (Rowland-Morin & Carroll, 1990).

Positive

physician communication is established when the physician uses
understandable terns, there are few physician-initiated interrup
tions, and the patients are allowed to ask questions.

The general

assumption is that anticipating and effectively meeting patient's
expectations of the physician will positively influence patient
satisfaction (Buller & Buller, 1987; Francis et al., 1969; Korsch et
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al., 1968).
Medical needs should, of course, dictate the technical compo
nents of medical care; however, it is clear that psychosocial needs
should dictate how the care is provided (John, 1991).

Concern,

friendliness and personality attributes of the physician not only
impact compliance with prescribed medical regimes (Davis, 1968), but
also patient cooperation for follow-up activities (Francis et al.,
1969) and response to medical advice such as adherence to prescrip
tion regiments (Korsch, et al., 1968).

Another study showed

that

"patients' overall satisfaction with medical care tends to be best
predicted by their satisfaction with the dimension of physician con
duct" (DiMatteo, Taranta, Friedman & Prince, 1980, p. 377).

Lee (

1985), for example, determined that patients whose physicians took a
seat during hospital visits felt their doctors spent more time with
them and really cared about them. Therefore, it appears that patient
satisfaction is likely to improve when physician conduct improves,
even without changing the structure or organization of medical care
(Ware & Doyle, 1977).

Buller and Buller (1987) report that "physi

cian styles were related positively to patients' satisfaction where
as dominant/active styles had a negative relationship with satisfac
tion" (p. 375).
Bartlett, Grayson, Barker, Levine, Golden and Libber (1984)
found that the quality of the providers' interpersonal skills influ
enced patient outcomes more than patient education and discharge in
structions.

Rowland-Morin and Carroll (1990) concluded that the
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variance in patient satisfaction levels is explained by measures of
physician verbal communication.

Associated with low levels of sat

isfaction (Korsch et al., 1968) were
lack of warmth and friendliness on the part of doctor, failure
to take into account the patient's concerns and expectations
from the medical visit, lack of clear-cut explanations con
cerning diagnosis and causation of illness and use of medical
jargon, (p. 869)
In comparison, higher levels of satisfaction were influenced by the
degree to which a physician's role performance met the patient's ex
pectations (Larson & Rootman, 1976) as were "expressions of recep
tivity, immediacy, composure, similarity, formality and less domi
nance" (Burgoon et al., 1987, p. 307).

Access to Care

There are several separate dimensions of access to health
care: availability, accessibility, accommodation, affordability and
acceptability (Penchansky & Thomas, 1981; Thomas fit Penchansky, 1984)
These concepts seem to help define a fit between the patient and the
health care system.

In their view, availability pertains to the

volume and type of services available (such as adequacy of provid
ers, facilities and specialized programs and services).

Accessibil

ity addresses the relationship of clients or patients to services in
terms of travel time, distance and cost.

Accommodation refers to

the manner in which patients are served (such as hours of operation,
walk-in facilities, directions around the facility) and conveniences
for patients and visitors (including rest rooms, telephones, coffee
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or food areas). Affordability deals with the cost of the services
in relation to the patient's ability to pay.

Finally, acceptability

looks at the attitudes of both providers and patients, usually in
terms of their age, sex, ethnicity, type of facility or religious
affiliation.
Lochman (1983) adds several structural and setting factors to
the definition of access: the number of days waiting for an appoint
ment, waiting time in the office, and the physician's willingness to
provide care at all hours, including house calls (p. 92).

Access

also impacted satisfaction in another study conducted by Ware et al.,
(1977) who found satisfaction clearly focused on two aspects of med
ical care: access mechanism and physician conduct.

Satisfaction

with cost, accessibility, apparent professional skillfulness, staffpatient interaction and the physical surroundings must all be taken
into account in addition to the traditional concern with patient's
satisfaction with outcome of services (Ware & Doyle, 1977).

Linn et

al., (1982) found the best predictor of satisfaction in younger pa
tients was the severity of the illness as defined by the physician.
However, the next best predictor, in combination with severity, was
the distance from the hospital.

The longer the distance from the

hospital, the more dissatisfaction with care.
Another aspect of access to care involves the perceived tech
nical competence of the health care providers using the technology.
Technical competence of the practitioner was found to have a statist
ically significant correlation with patient satisfaction in a study
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done by Gillette et al., (1982).

The physician's accessibility was

determined to be an important factor (but less important than caring
and openness) in patients' decisions to continue the physician-pa
tient relationship, according to DiMatteo et al., (1979).
Yet another aspect of access to care was found in a study of a
large HMO which noted negative aspects of care which were categoriz
ed as system characteristics and referred to the established operat
ing rules or procedures. These included such things as the number of
appointments per hour, a policy of no same day appointments and mes
sage center problems for patients trying to contact the office or
physician during non-office hours (Pope, 1978).

A major area of

dissatisfaction in this study was related to access to care for non
acute, non-emergency events.

Access to health care may be expressed

as cost/convenience factor.

According to Hulka et al., (1971), per

sons who stated they had a regular source of care reported higher
satisfaction levels than those without a regular care provider. They
also found the expected pattern of higher satisfaction among those
persons with insurance coverage (including Medicare and Medicaid)
compared to those without coverage.

Weiss (1988) also found that

having a regular source of care is one of the best predictors of
satisfaction along with confidence in the community's medical care
system and being satisfied with life in general.

Zastowny et al.,

(1983) found satisfaction linked to the absence of payment barriers.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

30

Interpersonal Aspects or Humanness of Care

According to Scott, Aiken, Mechanic and Moravcsik (1995)
caring relationships in medicine are characterized by expres
sions of humaneness by physicians and other health care pro
viders toward patients as evidenced by such qualities as in
terest, concern, compassion, sympathy, empathy, attentiveness,
sensitivity, and consideration, (p. 77)
It is clear the art of caring focuses on the interpersonal, rather
them the technical, aspect of health care service delivery.

This

dimension of patient satisfaction centers on provider characteris
tics such as friendliness, concern, consideration, patience and
sincerity (Gillette et al., 1982; Hulka et al., 1971; Ware et al.,
1977).

For example, Cleary and McNeil (1988) found that the char

acteristics of providers or organizations that result in more per
sonal care are associated with higher levels of satisfaction.

Di

Matteo et al., (1980) found physicians who were more sensitive to
body movements and posture cues received higher ratings on the art
of care than did less sensitive physicians (p. 376).

Humaneness of

care, as defined by Greenley and Schoenherr (1981), is an organiza
tional condition that is requires the absence of bureaucratic rigid
ity in staff procedures, thus allowing more flexibility and res
ponsiveness to individual patient needs.

Humaneness indicates not

only greater courtesy, sensitivity, compassion and empathy but also
clarification of patients' rights and responsibilities and their
involvement in their own care and treatment (Hofmann, 1979).

Hall

and Doman (1988) conducted a meta-analysis of studies of consumer
satisfaction with medical care and found humaneness and technical
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quality ranked at the top of the list.

Humaneness of care was also

highly correlated with quality (£ - .63) and general satisfaction (£
- .61) in a study conducted by Pascoe, Attkisson and Roberts (1983)
comparing direct and indirect approaches to measuring patient satis
faction.

Finally, a study of nursing home patients reveals that

even patients with the least perceived improvement in health did not
judge the nursing home more severely if they had receive support and
attention from health care providers (Fisk et al., 1990).

Waiting Time

Patients and physicians clearly have different perceptions
about acceptable waiting times, according to Piper (1989).

The time

physicians believe patients can wait is much longer than patients'
expectations of an acceptable waiting time.

When waiting times ex

ceed patients' expectations, the staff are perceived as uncaring and
insensitive (p. 403).

Indeed, time waited during the medical en

counter is inversely related to patient satisfaction (Gillette et
al., 1982). Pascoe and Attkisson (1983) report on a study by Alpert,
Kosa, Haggerty, Robertson & Heagarty conducted in 1970, indicating
that the dimension responsible for the largest difference in satis
faction scores was in waiting time.
Both physicians and patients, surveyed in five family health
centers, were dissatisfied with waiting time in the health centers
and waiting time for an appointment.

Up to 30% of the providers

were dissatisfied with the amount of time their patients waited in
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the their offices and more than 60% were unhappy about the waiting
period for an appointment.

Patients who expressed dissatisfaction

with the length of waiting times estimated waiting three times long
er (41.8 minutes) than satisfied patients waited (13.3 minutes) and
nearly twice as long as neutral patients waited (23.6 minutes) (Kurata, Nogawa, Phillips, Hoffman & Werblun, 1992, p. 178).
The HMO study conducted by Pope (1978) also noted two fre
quently reported negative comments.

The first comment concerned the

appointment lag (the time between calling for an appointment and the
time the appointment was scheduled) and the second comment involved
the length of waiting time in the clinic as well as the amount of
time (or lack thereof) the doctor spent with the patient.
One study, conducted in an emergency room, gave, or did not
give, incoming patients an expectation of how long it would be be
fore they saw the physician.

In this instance, patient satisfaction

was clearly influenced by whether patients' expectations of timeli
ness were confirmed (Mowen et al., 1993).
While waiting time does have an impact, it can be mitigated by
other factors.

The time a doctor and patient spend in a room is of

less importance than how they use this period of time, according to
Korsch et al., (1968).

If the physician spends a few minutes becom

ing acquainted with the patient's ideas and expectations, a more
satisfactory relationship develops, even though the patient may have
waited from one to four hours to see the doctor.
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Physical Environment of the Facility

Sources of satisfaction with the physical environment of the
facility include the atmosphere of the environment, comfort of seat
ing, attractiveness of waiting rooms, clarity of signs and direct
ions, quietness, cleanliness of waiting areas and exam rooms and or
derly facilities and equipment (Ware et al., 1977).

Pascoe (1983)

reports on a study by Houston and Pasaner done in 1972 that demon
strates satisfaction as positive in relationship with the pleasant
ness of patient's surroundings. Perreault et al., (1993) report
that the physical environment and atmosphere are aspects of service
that are important to patient satisfaction in outpatient situations.
Previous hospital experiences significantly influences many vari
ables including physical environment (John, 1992).
Although physician conduct was the most important factor in
relation to patient satisfaction in a study done by Ware and Doyle
(1977), completeness of facilities was one of four other significant
predictors of general satisfaction.

That finding is supported by

Caplan and Sussman (1966), who also found that next to interpersonal
competence, satisfaction with the physical facility is the most im
portant criteria for achieving that goal.

Appearance, layout and

design of the clinic, as well as the location of satellite clinics
were variables that Pope (1978) found to be important for patient
satisfaction.
A study conducted by Caplan and Sussman (1966) compared the
relative importance of several variables.

Although the third var-
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table impacting patient satisfaction was total time spent at the
clinic, the patient's satisfaction with time spent was modified by
the physical surroundings in which the time was spent.

The eighth

variable found to influence satisfaction was transportation to the
clinic as well as rest rooms and seating arrangements in the clinic.
It seems if all goes well in getting to the clinic, and the patient
is comfortable after he/she arrives, satisfaction levels are higher.

Summary

The components of patient satisfaction, as defined by the lit
erature, and the role of the patient representative parallel each
other in many ways.

The patients seek access to health care in a

supportive, caring environment and in a timely manner.
want clear communication and respectful treatment.

Patients

Patient repre

sentatives seek to improve communication between patients and pro
viders and assist patients and their families with questions, con
cerns or complaints.
technical environment.

They offer personal, caring support in a very
Based upon the above criteria for determin

ing patient satisfaction, this study compares emergency departments
to determine if the role of the patient representative enhances
overall satisfaction and examines multiple demographic variables to
confirm or reject established satisfaction indicators.
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CHAPTER IV

METHODOLOGY

Purpose of Survey

The initial purpose of this survey research was to collect
information from patients and families who presented to emergency
departments, to determine their level of satisfaction.

The expand*

ed purpose of the study was to measure the impact of the patient
representative position on the satisfaction levels of those patients
and families.

Of the five hospitals that agreed to participate in

this study, three had patient representatives in the emergency de
partments.

Battle Creek Health System's (BCHS) emergency department

was the initial hospital to conduct the survey.

It also served as

the pretest for the instrument and data collection procedures.

The

emergency departments of Mercy Memorial Medical Center (MMMC) in St.
Joseph, Michigan and St. Joseph's Mercy Hospital (St.JMH) in Pontiac,
Michigan also employed patient representatives.

Two other hospitals,

Port Huron Mercy Hospital (PHM) in Port Huron, Michigan and Borgess
Medical Center (BMC) in Kalamazoo, Michigan also participated in the
study.

They represented emergency departments that did not have pa

tient representatives.
The Directory of U.S. Hospitals categorized each of the parti
cipating hospitals as providing general acute care services in urban
areas.

The largest participating organization, in terms of the num35

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

ber of patients beds available, was St. Joseph Mercy Hospital with
419 beds and the smallest was Port Huron Mercy with 119 beds avail
able.

All of the hospitals were affiliated with Mercy Health Cor

poration with the exception of Borgess Medical Center which was af
filiated with the Sisters of St. Joseph.

The issue of the impact of

satisfaction on Catholic versus non-affiliated hospitals was not
explored.

Rationale for Survey Design

The rationale for conducting a survey, which was given to the
patient and/or family upon registration in the emergency department,
and returned in the mail at their convenience, was to seek informa
tion concerning patient satisfaction.

Due to the environment of the

emergency department, it is not the proper time or place to fill out
a questionnaire or to be interviewed.

Therefore, patients and/or

family members who registered in the selected emergency departments,
were given a survey packet to complete at a later time.

The survey

packet included: a cover letter (signed by a hospital or department
administrator) which explained the reason for, and importance of the
study; instructions for the completion and return of the question
naire; and a postage-paid, self-addressed return envelope.
The reasons for handing out the survey during the registra
tion process were to ensure that each registrant received a packet
and to allow the respondents to read the instrument while waiting
and consider each aspect of service as it occurred, instead of try
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ing to remember such events at a later time. Advantages of this type
of data collection are confidentiality of the patient, the ability
to gain honest information about sensitive or difficult issues, the
cost savings from not mailing the questionnaires, the condensed time
frame and the minimum disruption of regular registration procedures.

Form of Data Collection

The number of questionnaires given to each registration depart
ment for distribution during the study period was determined by the
previous year's census information for a corresponding time period.
Detailed information on how to complete the questionnaire was in
cluded in the packet.

The completed questionnaires were to be re

turned by mail to The Kercher Center for Social Research, Western
Michigan University.

Sampling

The population studied was that of patients and their family
members who presented to the emergency departments of four separate
hospitals.

One other hospital, Battle Creek Health System, was the

pretest site.

A sample of patients, drawn from the population of

each emergency department, was utilized to obtain information from
patients and families.

The sample was made up of those patients who

came to the emergency department on the specific days and shifts de
signated for the study.

The days and shifts studied in all emergency

departments were determined by the work schedule in each emergen-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

38
cy department (See Table 1).

Table 1

Hours of Survey Distribution by Hospital

Hospital

Hours of Survey

Battle Creek Health System*

4 :00 PM - 12:30 AM

Mercy Memorial Medical Center

3 :00 PM - 11:30 PM

Borgess Medical Center

3 :00 PM - 11:30 PM (No Rep)

Port Huron Mercy Hospital

3 :00 PM - 11:30 PM (No Rep)

St. Joseph Mercy Hospital

3 :30 PM - 12:00 AM

*Pretest only

Sample Size

The sample size for each emergency department was determined
by utilizing a standard sample size formula using a 95% confidence
level and + 5% accuracy rate.

The population or "Nn for the study

was determined by the actual number of patient visits, per specific
day and shift during the designated month, in the previous calendar
year.

The formula utilized to determine the sample size was as fol

lows, with the results displayed below:

s-________R—(l.tP.)___________ ;
____
a2 +
P fl-n)
n
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Time Frame of the Study

The pretesting for this project took place in the emergency
department of Battle Creek Health System during March, 1995.

All

other data were collected between March 22 and July 28, 1995, as
shown in Table 2.

Table 2
Survey Dates and Desired Sample Size by Hospital

Desired
Sample
Size
n

Hospital

Survey
Date

Last Year's
Visits
n

Battle Creek
Health System*

3/13/95-4/03/95

1,380

301

Mercy Memorial
Medical Center

3/22/95-4/12/95

1,260

294

Borgess
Medical Center

4/05/95-4/26/95

999

277

Port Huron
Mercy Hospital

5/01/95-5/21/95

563

228

St. Joseph
Mercy Hospital

7/07/95-7/28/95

1,596

310

★Served as pretest only

Instrumentation

The instrument developed to collect data from emergency de
partment patients was designed to measure the level of the patient's
or the family's satisfaction relative to the emergency department visit
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(Appendix B).

Stewart:, Hays and Ware (1988) state that a patient

population is different from a general population in that "patients
tend to be sicker than the general population, their attention is
divided, and time is limited" (p. 724).

Therefore, any survey must

be simple, easy to use and of a practical length (Stewart et al.,
1988).

The satisfaction dimensions identified for the study (Com

munication, Access, Humanness, Waiting Time, and Environment) were
based upon a through review of the patient satisfaction literature,
identifying several sets of variables impacting the level of satis
faction.

The five concepts were (1) patient-provider Communication,

(2) Access to care, (3) interpersonal aspects of care (Humaneness of
care), (4) Waiting Time, and (5) the physical Environment.

Each con

cept was addressed by multiple items on the questionnaire (see Table
3).

Table 3
Patient Satisfaction Concepts and Related Survey Questions

Concepts of
Patient Satisfaction

Items Measuring
Each Variable

Communication

Questions 7, 10, 11, 14, 19, 21, 22

Access to care

Questions 2, 5, 9, 25, 29

Humanness of care

Questions 1, 6, 12, 18, 20, 26

Waiting Time

Questions 4, 13, 16, 17, 27

Environment

Questions 3, 8, 23, 24, 28
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In an attempt to measure the reliability of the survey ques
tions, Cronbach's Alpha scores were calculated.

The scores were

calculated by individual hospitals, representative and non-represen
tative hospitals, and total combined scores.

These are shown in

Table 4.

Table 4
Cronbach's Alpha Reliability Scores

BMC

PHM

StJM

Rep

Communication

.94

.87

.88

.98

.87

Access

.81

.77

.72

-.93

.71

Humanness

.75

.85

.84

.95

Waiting Time

.87

.88

.75

Environment

.77

.78

.77

No Rep

Total

.93

.91

.75

.79

.78

.84

.84

.90

.87

.82

.85

00
•^1

MMM

00

BCHS

.78

.86

.93

.85

.80

.83

.82

Reliability scores for the individual hospitals including the
pretest site (BCHS) ranged from .71 to .98.

Only 13 of 40 scores

were below .80 or below, only 5 of those .75 or below.

However, in

all cases, total reliability scores were near, or exceeded the .08
level that is the generally accepted standard for reliability.

The

Access dimension generally showed a pattern of somewhat lower scores,
but they do not appear to be substantially different.

The highest

scores were recorded with respect to the Communication dimension.
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Survey Packet

The format of the survey packet was as follows:

Introductory Cover Letter

The cover letter of the survey packet was written on the let
terhead of the participating hospital and signed by the administra
tor or department head designated by the organization to do so.

The

cover letter explained who is conducting the survey, why the study
is important and asks the patient's participation.

It also stresses

confidentiality and provides a telephone number for additional in
formation.

(See Appendix C.)

Directions Page

In order to limit the number of pages include in the survey
packet, the instructions for completing the questionnaire were on the
back of the cover letter.

This page had the name of the participat

ing emergency department at the top of the page. The first paragraph
of this document asked the patient or a family member to fill out
the questionnaire after the person returned home from the emergency
department.

The second paragraph detailed what the information was

to be used for in terms of determining the level of patient satis
faction of different services.

The third paragraph indicated that

the patient should complete the survey, if possible.

If the patient

was not able to do so, the questionnaire should be filled out by a
family member or friend on behalf of the patient.

It was also in
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dicated that patients who were minors had to have the survey filled
out by a parent or guardian.

The last paragraph directed the re

spondent to fill out both sides of the questionnaire and place it in
the enclosed self-addressed, postage-paid envelope.

Again the pa

tient's confidentiality was noted and a reminder NOT to sign the
instrument was stressed.

The last section of the instruction sheet

detailed the response options for the questionnaire and how to indi
cate the appropriate selection.

(See Appendix D.)

Questionnaire

The major dimensions of patient satisfaction included Communi
cation, Access to care, Humaneness of care, Waiting Time, and the
Environment of the facility.

A five step Likert-type scale ranging

from strongly disagree to strongly agree was used to rate each state
ment.

The exceptions to the questionnaire format were question 15,

which asked for the specific source of information received, and
questions 16-17 which asked for specific Waiting Time categories.
Demographic items including age, gender, ethnicity and educational
level were also reported separately.

The urgency of the illness or

injury described in the initial diagnosis (as reported by the pa
tient or family) was rated as emergent/urgent or nonurgent by a phy
sician.

The rating was based on the patient's response to the rea

son for visit question.

The physician used the patients' responses

to gage the urgency of the patient's condition at the time of the
emergency condition and categorized each condition as urgent or non-
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urgent.

Response Rate

The desired sample numbers of respondents were determined by
using a standard sample formula with the past year's population for
the predetermined survey time period of each emergency department as
the population.

As shown in Table 5, however, the actual levels of

registration for the 1995 time frame were generally considerately
lower than for the same time during 1994.

Also shown in Table 5 is

the number of surveys distributed during the survey period for each
emergency department as well as the number and percent of returned
questionnaires.
The pretest unit, Battle Creek Health System's (BCHS) recorded
a response rate of 10.6% with 21 of 199 questionnaires returned. The
remaining rates ranged from 9.2% for Mercy Memorial Hospital (38 of
411 questionnaires returned) and 8.9% for Borgess Medical Center (41
of 461 questionnaires returned) to 5.1% for St. Joseph Mercy Hos
pital (25 of 491 questionnaires returned).

Port Huron Mercy's Emer

gency Department reported a 7% response rate with 24 of 345 surveys
returned.

Discussion of Low Response Rates

Attempts to monitor distribution of the survey packets varied.
Since I had been previously employed at Battle Creek Health System
for a number of years before the research project, I was allowed
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entrance to the registration area, as well as the emergency depart
ment, on a regular basis (including daily visits for the first week).
I met with the patient representative, registration clerks, their
supervisor, the emergency department supervisor and afternoon charge
nurse several times to explain the project and solicit their assis
tance .

Table 5
Survey Dates and Response Rates

Hospital/
Survey
Health
Dates
System

1994 Patient
Registration

1995 Actual
Registration

Battle
Creek
Health
System

3/133/31

1,380

998

Mercy
Memorial
Hospital

3/224/12

1,260

1,008

Borgess
Medical
Center

4/54/25

999

Port
Huron
Mercy
Hospital

5/15/21

# of
Surveys
Distributed

# of
Surveys
Returned

199/998

21
(10.6%)

411/1008

38
(9.2%)

983

461/983

41
(8.9%)

563

394

345/394

24
(7.0%)

St. Joseph
Mercy
7/7Hospital 7/28

1,596

1,307

491/1307

25
(5.1%)

Total

5,798

4,690
(80.1%)

1,907

149
(7.8%)
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Follow-up visits find telephone calls to the registration area during
the remainder of the three weeks still did not improve the ability
of the registration clerks to hand out the survey packets in a con
stant and consistent manner.
The scenario for implementing the study in the of Borgess Hos
pital and Mercy Memorial's emergency departments was similar to the
one in Battle Creek Health Systems.

Because of impediments encoun

tered at BCHS, I focused on distribution techniques and the impor
tance of a consistent, positive approach for all patients or fami
lies.

Again, I met with the supervisors and staff involved, and

made several on-site visits and telephone calls to provide a con
stant reminder of the project as well as to monitor the distribution
patterns.

I also spent time with the staff getting to know them and

stressing my appreciation for their assistance.

Although the num

bers of surveys distributed was higher than in the case of Battle
Creek Health System, the response rates were also low for both Mercy
Memorial Medical Center (9.2%), and Borgess Medical Center (8.9%).
Port Huron Mercy Hospital distributed a total of 345 survey
packets, covering nearly 88% of the 394 registered patients during
the study.

The emergency room physician, supervisor and the regis

tration staff (made up of two regular clerks and one person who fills
in occasionally) were excited about the project and extremely help
ful in every aspect of implementation.

However, even with the high

rate of distribution, the return rate was 7%, the second lowest among
the five hospitals.
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At St. Joseph Mercy Hospital in Pontiac, I experienced an event
which seems similar to the "systematic staff resistance" (p. 174)
that Pottick and Lerman (1991) found when they, as researchers, tried
to survey hard-to-reach populations in an inner-city human service
delivery system.

In that study, the service workers were suspicious

of the researchers and hampered their efforts to collect data on fam
ilies involved in their programs.
In this study, during the first week of my survey distribution,
a patient from St. Joseph's emergency department called me on the
telephone to verbally express her dissatisfaction with the overall
care she and her son received at the emergency department.

I lis

tened carefully, took her name and telephone number and called the
patient representative at St. Joseph's.

The emergency department

manager subsequently called me to express his staff's concern for
patient confidentiality and requested that the telephone number be
removed from the survey packet as a precondition for the study to
continue.

The remaining packets were redone, without a telephone

number, and returned to the department.

In the end, the number of

packets distributed was substantial, but the response rate was still
only the range of 5%.
Additional explanations for the low percentages of returned
surveys may be revealed by examining traditional mail survey re
sponse patterns and the general categories of users in emergency
departments.
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Mail Survey Response Patterns

The major disadvantage of mail surveys is reported to be low
response rates (Dillman, 1983).

This disadvantage was displayed dur

ing this project with the total response rate of 7.8% for all hos
pitals (See Table 2).

Unfortunately, while it reduced the cost of

data collection, the modification of the regular mail survey proce
dure (that of handing out the questionnaires during registration in
stead of mailing them at a later date with instructions to complete
and mail back) did not improve the response rate.

The alteration to

the normal mail survey process was also intended to ensure the con
fidentiality and anonymity of patients and their families who uti
lize emergency departments.

Additionally, because the reason for

the visit to the emergency department may have involved private find
sensitive issues, protecting the source of this information was par
amount.

Therefore, patients' names, addresses and telephone numbers

were not requested. These considerations all negated the opportunity
to further contact the potential respondents.

This project was ac

cepted at each of the five hospitals based, in part, upon that rea
son.

Therefore, many accepted practices for increasing the response

rate could not be utilized: prenotification, commemorative postage,
and follow-up attempts by telephone or in person (Duncan, 1979; Hou
ston & Ford, 1976; Kanuk & Berenson, 1975; Linsky, 1975).

Even,

personalization of the cover letter and survey packet, was inappro
priate for emergency department use because ED visits are not sche
duled (Harvey, 1987; Yu & Cooper, 1983).
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Other tactics often used in survey research to impact the re
sponse rate positively were included in this study.

The cover let

ter of each survey packet was printed on official hospital station
ary to indicate sponsorship of the research project which has been
found to increase response rates (Fox, Crask & Kim, 1994).

The let

ter discussed the fact that the study was a cooperative effort be
tween the hospital and The Kercher Center for Social Research at
Western Michigan University.

The fact that a university was involv

ed, as opposed to a business, has also been shown to impact response
rates favorably (Fox et al., 1994; Goyder, 1982; Jones & Linda, 1978;
Peterson, 1975).
The cover letter also appealed to patients to respond and to
help improve health care services for all patients.

The strategy of

using an appeal in the cover letter and having less than a four page
questionnaire (this one was two pages) have also been found to be
significant factors for increasing response rates (Yammarino, Skinner
& Childers, 1991).

Fox et al., (1994) also indicate that using an

appeal in the cover letter improves response rate.

They also found

the color of the pages of the questionnaire may influence the return
rate.

Their studies examined green versus white surveys in an at

tempt to determine "whether the attention-grabbing effect of a col
ored questionnaire as opposed to a white one would stimulate re
sponse" (p. 477).

In 8 out of 10 cases the response rate was higher

for green than white questionnaires.

This study used ivory, grey

and white to indicate each weekly cycle.

A self-addressed, postage
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paid envelope was enclosed in each packet, again seeking to increase
the rate of response (Armstrong & Lusk, 1987; Fox et al., 1994).

Patterns of Emergency Department Use

In an attempt to understand or explain why patients may have
chosen not to respond to a survey on patient satisfaction, an exam
ination of past and present emergency department utilization might
be helpful.

As Malone (1995) points out,

the emergency room of the past was just that. Rooms that were
holding areas for patients who were to be admitted to the hos
pital. Doctors still made house calls for emergency and afterhours situations. Many of the ERs were not staffed full time
or had only a skeletal crew or nursing personnel, (p. 469)
The utilization of emergency services has grown dramatically.
According to Malone (1995), between 1970 and 1979 emergency depart
ment visits increased by 97% while hospital inpatient visits increas
ed by only 17%.

In 1980, 11% of the U.S. population had visited an

emergency department but 85% of those visits were for non-lifethreatening conditions (Malone, 1995, p. 469).

During the 1980s,

emergency department visits nationally increased 2.2% for the first
half of the decade and 6.11% for the second half. In 1990 there were
92 million visits to emergency departments in the United States (Ma
lone, 1995, p. 470).
Malone (1995) also reports that heavy users of emergency ser
vices comprise a population whose ranks are disproportionately fill
ed with the socially marginalized: the mentally ill, the drug-and
alcohol-dependent, the poor, minorities and those with unstable fam
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ily situations or without social support (p. 470). Although the data
in this study did not categorize patients in the above-mentioned ca
tegories, 66% of the reported reasons for emergency department vis
its were judged non-urgent by a physician, suggesting that patients
may have had other than emergent needs and also lacked other health
care resources.
Other segments of the population utilizing the emergency de
partment have been identified and studied.

Adolescents, especially

in rural areas or where primary care providers are not available for
them, seek care in the emergency department (Lehmann, Barr & Kelly,
1994).

Chronic mentally ill patients (especially the poor but some

times those with private providers) seek treatment in the emergency
departments because mental health services are scarce (Weissberg,
1991).

Emergency services continue to be disproportionately used by

older adults (Ettinger, Casani, Coon, Muller & Piazza-Appel, 1987).
Other factors, besides patterns of utilization, that may have
affected response rates include age and educational level.

Age has

a significant impact on response rate to a questionnaire (Francis &
Lankshear, 1994; Kaldenberg, Koenig & Becker, 1994) who found older
people to be less likely to respond. A quarter (25%) of the patients
in this study are over the age of 55 years.
impact response rates.

Educational level also

People with lower levels of education are

less likely to respond (Rossi, Wright & Anderson, 1983).

For this

study, the percentage of respondents reporting technical school, a
high school diploma or less than a high school diploma is 44.9%. The
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educational level of respondents may represent those with lower in
come and no insurance, hence limiting options for health care ser
vices.

Also the distribution process for the survey packets was not

systematic.

Although the exact reason for the low response rate may

never be fully determined, these possible obstacles should be con
sidered.

Summary

The initial purpose of this survey research was to sample a
portion of patients and families who presented to four different
emergency departments, to determine their level of satisfaction. The
expanded purpose of the study was to measure the impact of the pa
tient representative position on the satisfaction level of patients
and families.

A survey design was utilized as the most practical

method for obtaining the data in this environment of confidential
information and sensitive subject matter.

The questionnaire was de

signed to collect data on five dimensions of patient satisfaction as
determined by a thorough review of the satisfaction literature.

The

time frame for the study was determined and survey packets were dis
tributed to patients and families who presented to the emergency de
partments of the selected hospitals.
After data collection was completed, analyses were conducted
separately on a hospital-by-hospital basis, patient representative
versus nonpatient representative basis, and for all hospitals com
bined.

Individual reports, based on frequencies for demographic
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categories and satisfaction components were sent to each participat
ing emergency department (See Appendix E).
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CHAPTER V

RESULTS

The results of this study are based upon 128 respondents who
answered a questionnaire distributed to four Emergency Departments
located in the southern half of lower Michigan. Two of the Emergency
Departments selected for the study have patient representative pro
grams designed for the department.

The remaining two sites do not

have patient representatives in the emergency department.

The sel

ected emergency departments all screen patients with triage systems
and, most notably, all function in an environment of recent or im
pending, merger or joint venture.

This restructuring could impact

patient satisfaction as patients and families deal with results of
any changes in the provision of emergency care.

The results are

examined first, on a hospital-by-hospital basis, then combining all
emergency departments, and finally by comparing and contrasting those
with patient representatives and those without patient representa
tives .
Individual hospital results are reported to provide a general
description of the respondents participating from each unit.

This

initial examination allows some hospital by hospital comparisons be
fore combining the results.

Information regarding survey dates, re

sponse rates, and the characteristics of the respondents are included
in each description.

Demographic categories are reported in tables,

54
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by percentages of uncollapsed response categories.

Levels of satis

faction have been collapsed for means tables (strongly disagree and
disagree - 1, neutral - 2, agree and strongly agree -3).

Individual Hospital Results

Battle Creek Health System

Battle Creek Health System, is the result of a joint venture
between Community and Leila Hospitals in Battle Creek, Michigan. Un
fortunately, the patient representative resigned at the end of three
week data collection period.

Since this site was considered a pa

tient representative hospital, and since the patient representative
was no longer available, the data collected served as the pretest.
Surveys were distributed from March 13, 1996 to April 3, 1996. There
were 199 survey packets distributed to patients and families with 21
completed surveys returned (a 10.6% response).
respondents is 43% male (9) and 57% female (12).
make up-67% of the sample (14), while

29%

The gender of the
White respondents

are African American (6)

and 1 patient (5%) is an American Indian. Age and educational levels are
reported in Table 6.
The "0-17 years" category is the largest age group with 7 of
the patients surveyed in that age range (33%).

Several age groups

had just one respondent: "18-24," "45-54," "55-64," and "over 74,"
representing 5% of the total cases each.

The largest response cate

gory for educational level is "some college," with 8 respondents
(42%) choosing that category while only 2 of the patients reported
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having less than a high school diploma (11%).

There are two non

responses for the education category.

Table 6
Age Categories and Educational Levels
Battle Creek Health System

AGE

0-17
18-24
25-34
35-44
45-54
55-64
65-74
Over 74

7
1
2
2
1
1
6
1

(33%)
(05%)
(09%)
(09%)
(05%)
(05%)
(29%)
(05%)

EDUCATION

N - 21

Less Than High School
High School Diploma
Technical School
Some College
College Degree
Some Grad School
Graduate Degree
N/R

2
4
0
8
0
0
5
2

(11%)
(21%)
(42%)

(26%)

[io%]

The patient completed the survey 38% of the time (8) . In 11
cases, (52%), family members reported filling the survey as well as
two (9.5%) friends.

The urgency of the responses for the initial

triage diagnosis for emergency patients was rated as "urgent" or
"nonurgent".

Nonurgent respondents make up 81% of the cases (17)

while 14% of the cases are considered emergent/urgent (3) and 1
nonresponse (5%).
Mean scores for the satisfaction dimensions have been calcu
lated.

The highest mean score for Battle Creek Health is in the

Communication dimension (2.2).
Time (1.7).
score of 2.1.

The lowest mean score is Waiting

The remaining three satisfaction dimensions have a mean
Males report higher mean scores than females in four

out of five satisfaction dimensions.

Females are slightly higher
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than males (2.1 females to 2.0 males) only in the Access to care
dimension.

In addition, White respondents report higher mean scores

in three out of five satisfaction dimensions (Communication 2.3,
Humanness 2.2, and Waiting Time 1.8).

Nonwhite patients are higher

in the Access (2.1) and Environment (2.2) dimensions.
The satisfaction level of patients with urgent triage condi
tions show higher mean scores in four out of five satisfaction di
mensions.

Only the mean score for Environment is slightly higher

for "nonurgent" patients ("nonurgent" 2.1, "urgent" 2.0).

The high

est mean score, 2.7, is shown twice, once for Communication and once
for Humanness.
Time.

The lowest reported mean score is 1.5 for Waiting

Waiting Time generally has the lowest across for all categor

ies.

Mercv Memorial Medical Center

Mercy Memorial Medical Center in St. Joseph, Michigan partici
pated in this study from March 22, 1995 to April 12, 1995.

During

this three week period, a total of 411 survey packets were distri
buted to patients or families registering in the emergency depart
ment.

At the conclusion of a seven week period, 38 completed sur

veys (9.2%) had been returned.

The response rate, by week of dis

tribution is as follows: 42% from the first week of distribution,
26% from the second week, and 32% from the third week.

The respon

dents were evenly divided by gender with 19 males and 19 females
(50% each) participating.

The ethnicity of the respondents is
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predominately White (61%) with 22 respondents in that category fol
lowed by 13 African Americans (36%) and 1 Hispanic respondent (3%).
The age and educational distributions, of the respondents are re
presented in Table 7.

Table 7
Age Categories and Educational Levels
Mercy Memorial Medical Center

AGE

EDUCATION

0-17
18-24
25-34
35-44
45-54
55-64
65-74
Over 74
N/R

8
6
6
2
3
1
7
4
1

(22%)
(16%)
(16%)
(05%)
(08%)
(03%)
(18%)
(11%)
[03%]

fi - 38

Less Than High School
High School Diploma
Technical School
Some College
College Degree
Some Grad School
Graduate Degree
N/R

4
10
2
11
3
2
1
5

(11%)
(30%)
(06%)
(33%)
(09%)
(06%)
(03%)
[13%]

The largest single age group of respondents in the age category
is that of 0-17 year olds with 8 responses (22%); the smallest group
is the 55-64 age group with 1 respondent (3%).

Of respondents from

this emergency department, 33% reported having "some college educa
tion," 30% reported having a high school diploma, and 1 person (3%)
reported having a graduate degree.
The patient completed the questionnaire 63% of the time, while
family members completed it 34% of the time, and 1 patient's friend
(3%) reported completing the task.

The urgency of the symptoms show

ed 11 of the patients (37%) reporting "urgent" symptoms, while 19
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reported "nonurgent" symptoms (63%).

Eight patients (21%) did not

complete the "reason for visit" question.
The highest overall mean score for Mercy Memorial Medical Cen
ter is 2.2 (Access).

The lowest mean score is Waiting Time (1.6).

All other mean scores are equal at 2.1 (Communication, Humanness,
and Environment). Males report higher satisfaction rates in every
dimension except Environment where females score higher (2.2 to 2.0).
"Nonwhite" respondents show higher mean scores in all areas of sat
isfaction than "White" respondents.

Those patients triaged as "non

urgent" have higher scores in three dimensions (Communication, Hum
anness, and Environment).

Again, mean scores for Waiting Time are

the lowest in each demographic category.

Borgess Medical Center

Borgess Medical Center participated in this study from April 5
to April 25, 1995.

Of the 461 survey packets that were distributed,

41 patients returned their completed surveys for a 9.0% response
rate.

The response rate to each wave of questionnaires was 25 for

the first week (61%), 9 for the second week (22%), and 7 for the
third week (17%) of survey distribution.

The demographic breakdown

of respondents shows that 40 are White (82.5), 3 are African Ameri
cans (7.5%), and or 1 patient each (2.5%), report being Asian Ameri
can and American Indian.

Table 8 details "age" and "education" ca

tegories .
The age category with the highest number of respondents is the
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"0-17 years" category.

That category represents 11 cases and ac

counts for 27% of the respondents.

Patients report that 14 out of

the 38 respondents (37%) answering this question have high school
diplomas and that 10 of the 38 (26%) have some college.

The sur

veys were filled out by the patients themselves 25 times (62.5%) and
by family members 15 times (37.5%). There is one nonresponse to this
question.

As to the urgency of the initial symptoms, 12 cases (30%)

were rated as "urgent" while the other 28 cases were "nonurgent"
(70%).

Table 8
Age Categories and Educational Levels
Borgess Medical Center

AGE

EDUCATION

0-17
18-24
25-34
35-44
45-54
55-64
65-74
Over 74

11
7
6
5
2
5
2
3

(27%)
(17%)
(15%)
(12%)
(05%)
(12%)
(05%)
(07%)

Less Than High School
High School Diploma
Technical School
Some College
College Degree
Some Grad School
Graduate Degree
N/R

N - 41

5
14
1
10
4
1
3
3

(13%)
(37%)
(03%)
(26%)
(10%)
(03%)
(08%)
[07%]

The demographic information for Borgess Medical Center is in
complete because the questionnaire does not include the gender cate
gory.

A word processing error on the part of the researcher result

ed in the deletion of the gender question on the instrument. The er
ror was not discovered until the end of the second week of distribu
tion at Borgess Medical Center when data entry for the first com
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pleted, returned questionnaire was entered.

The third week's survey

instruments were revised to include the gender question and distri
bution then continued as scheduled.

However, the third week netted

only seven returned surveys with the gender information; therefore,
none of the gender percentages are reported.
High overall mean score for Borgess Medical Center is 2.5 (En
vironment) with the low mean score in the Waiting Time dimension
(2.1).

Humanness of care produced a 2.4 mean score while Communica

tion and Access have mean scores of 2.3.

"Nonwhite" respondents re

port higher mean scores in all dimensions than do "White" respon
dents.

All five satisfaction dimensions show the high mean score

for each dimension in the "urgent" category with the exception being
Access.

Again Waiting Time mean scores are the lowest in each cate

gory.

Port Huron Mercv Hospital

Mercy Hospital in Port Huron, Michigan participated in this
study from May 1 to May 21, 1995.

The response rate was 7% with

only 24 completed surveys returned out of 345 distributed.

The re

sponse rate, by week, was as follows: 46% the first week, 33% from
the second week, and 21% the last week.

Responses by gender number

10 for males (42%) and 14 female (58%).

All respondents list their

ethnicity as White.

Age and educational levels are listed below in

Table 9.
Two age categories have 5 respondents apiece (21%), "25 to 34"
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and "65 to 75."

The "over 74" also category has 4 respondents (17%)

giving Port Huron a high percentage of older respondents.

Slightly

less than one-quarter of the respondents who responded (5 cases or
24%) report having less than a high school education while 38% re
port having some college (19%) or a college degree (19%).

Three

respondents (14%) report attending a technical school, while 2 re
spondents (10%) have a graduate level education.

Patient completed

surveys make up 14 of the total returned (67%), while family members
filled out 9 surveys (43%).

There is one nonresponse for this ques

tion. The urgency of the visit is rated as 15 urgent (79%) , 4 deemed
nonurgent (21%) and a total of 5 respondents did not answer this
question.

Table 9
Age Categories and Educational Levels
Port Huron Mercy Hospital

AGE

0-17
18-24
25-34
35-44
45-54
55-64
65-74
Over 74

3
1
5
3
1
2
5
4

(12.5%)
(04%)
(21%)
(12.5%)
(04%)
(08%)
(21%)
(17%)

EDUCATION

N - 24

Less High School
High School Diploma
Technical School
Some College
College Degree
Some Grad School
Graduate Degree
N/R

5
3
3
4
4
1
1
3

(24%)
(14%)
(14%)
(19%)
(19%)
(05%)
(05%)
[12.5%]

Waiting Time, as a dimension of patient satisfaction, once
again displays the lowest mean score (2.0).
2.5 for Communication.

The high mean score is

Other satisfaction dimension mean scores are
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Access to care and Humanness (2.4) and Environment (2.3).

Hale

scores are higher than females scores three out of five times.

Port

Huron Hercy Hospital reports higher satisfaction scores four out of
five times in the "urgent" category. The only "nonurgent" mean score
which is higher than an "urgent" score is Communication at 2.5 (which
is also the highest individual score).

St. Joseph Mercv Hospital

St. Joseph Mercy Hospital in Pontiac, Michigan is the last of
the five hospitals that participated in the study.
the surveys from July 7, 1995 to July,

28, 1995.

It distributed
Of the 491 survey

packets handed out during the survey period, 25 completed surveys
were returned, for a 5% response rate.

The week by week response

rate shows that 21 of the completed surveys (84%) came from the
first week's surveys and 2 each week (8%) for the last two weeks of
the study.
The demographic breakdown of the respondents shows 10 males
(40%) and 15 females (60%). The majority of the respondents (21) are
White (84%) with 2 African Americans (8%), 1 Hispanic (4%), and 1
Asian American (4%).

Table 10 details the age and educational lev

els of the respondents.
The age category with the highest number of respondents is
"45-54" with 5 (20%) of the total followed closely by the "0-17" and
"18-24" age categories, each of which have 4 respondents (16%).

The

educational level reported by the largest number of respondents is
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"some college" with 7 replies (28%).

Of the total number of re

spondents, 5 have graduate degrees (20%), 4 have college degrees
(16%), and 4 have high school diplomas (16%).

The patient/family

member ratio for completion of the questionnaire is nearly equal in
this case: 12 of the surveys were completed by the patient (48%) and
13 by the family (52%).

The seriousness of the "reason for visit"

is also almost equally divided.

Eleven of the cases are judged to

be urgent (44%), while 12 are rated nonurgent (48%).

Two cases (8%)

are missing for this question (8%).

Table 10
Age Categories and Educational Levels
St. Joseph Mercy Hospital

AGE

0-17
18-24
25-34
35-44
45-54
55-64
65-74
Over 74

4
4
3
2
5
2
2
3

(16%)
(16%)
(12%)
(08%)
(20%)
(08%)
(08%)
(12%)

EDUCATION

N - 25

Less High School
High School Diploma
Technical School
Some College
College Degree
Some Grad School
Graduate Degree

2
4
2
7
4
1
5

(08%)
(16%)
(08%)
(28%)
(16%)
(04%)
(20%)

Mean satisfaction scores for Waiting Time are the lowest across
all demographic categories (1.8 combined).

The high mean score for

St. Joseph Mercy Hospital is 2.9 (Environment).

Other mean scores

for satisfaction dimensions are Humanness (2.3), Communication and
Access (2.2).

Males have higher scores in three of five satisfac

tion dimensions.

Females have higher scores in Access (2.2) and
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Environment (2.2). The "urgent/nonurgent" category is divided equal
ly, with urgent mean scores higher in the Access and Environment
dimensions, nonurgent mean scores higher in the Communication and
Waiting Time dimensions, and equal mean scores with respect to Hu
manness .

Summary of Results for Individual Hospitals

Although the overall response rate for this study is low, re
presentatives from the individual hospitals indicated that they are
pleased with their response rate as they usually ga m e r only one to
two percent in their own studies, especially from the emergency de
partment.

The pattern of completed surveys returned, on a week-by-

week basis, is consistent throughout, with the first week's percent
ages the highest, the second week's totals the next highest, and the
lowest percentage returned from the third week's distribution (with
one exception (Mercy Memorial's 2nd and 3rd weeks).

The number of

female patients exceeds the number of males in each hospital (except
for Borgess Medical Center where the distribution is unknown). The
largest age category for respondents is n0-17" for three of the hos
pitals (Battle Creek Health System, Mercy Memorial Medical Center,
and Borgess Medical), while Port Huron's Mercy Hospital shows 21% of
the respondents in the "65-74" category and 18% in the "over 74"
category representing the largest elderly population.

St. Joseph

Mercy's Hospital has the largest age category is "45-54" where 20%
of the respondents are recorded.
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The ethnicity of the sample population is predominately White.
The percentages range from 61% white respondents (Mercy Memorial Me
dical Center) to 100%

white respondents (Fort Huron Mercy Hospital).

Battle Creek Health System has 67% white respondents, Borgess Medi
cal Center has 82.5% white respondents, and St. Joseph Mercy Hospi
tal has 84% white respondents.

The second largest category of race

is African American and the distribution is as follows:

Mercy Mem

orial Medical Center 36%, Battle Creek Health System 29%, St. Joseph
Mercy Hospital 8%, and Borgess Medical Center 7.5%.
For both Battle Creek Health System and St. Joseph Mercy Hos
pital, 68% of their respondents report some college education or
higher:

Battle Creek Health System (some college 42% and graduate

degree 26%) and St. Joseph Mercy Hospital (some college 28%, college
degree 16%, some graduate school 4%, and graduate degree 20%).

At

Borgess Medical Center, 50% of its respondents have a high school
diploma or less (less than high school 13% and high school diploma
37%).
The patients completed their own surveys the majority of the
time in three hospitals (Mercy Memorial Medical Center 63%, Borgess
Medical Center 62.5%, and Port Huron Mercy 61%).

Families members

report completing the questionnaires 52% of the time for Battle Creek
Health System's patients and 52% of the time for St. Joseph Mercy
Hospital's patients.
The "urgency" of the reason for the visit, as determined on an
urgent/nonurgent basis, shows a higher percentage of nonurgent vis
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its for all hospitals.

St. Joseph Mercy Hospital has closest pro

portion of "urgent" versus "nonurgent" conditions (44% serious ver
sus 48% nonurgent). Battle Creek Health System has the largest dif
ference between "urgent" and "nonurgent" categories (15% versus
85%).
The mean satisfaction scores for individual departments and
the combined totals are calculated from five response categories:
1 - strongly disagree, 2 - disagree, 3 - neutral, 4 - agree, and 5 strongly agree.

Table 11 displays the mean scores for each of the

satisfaction concepts as reported by each emergency department as
well as the overall averages.

Table 11
Individual Emergency Departments Mean Scores
of Satisfaction Concepts

BCHS* MMM

Communication
Access •
Humanness
Waiting Time
Environment
Average

3.70
3.78
3.84
3.06
3.75
3.63

3.91
3.85
3.77
2.72
3.85
3.62

BMC

PHM

StJM

Average

3.98
4.08
4.19
3.75
4.28
4.06

4.04
4.22
4.21
3.70
4.24
4.08

3.87
3.92
3.90
3.17
3.95
3.76

3.90
3.97
3.98
3.28
4.01
4.01

* Pretest site

All mean scores fall in the response ranges of neutral and
above, with the single exception of Waiting Time at Mercy Memorial
Medical Center.

In fact, Waiting Time, as a satisfaction concept,

has the lowest mean score for each individual hospital across the
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board.

Three of the five hospitals (BMC, PHM, and StJM) show the

Environment category as the highest mean score for satisfaction
(4.28, 4.24, and 3.95 respectively) while the other two hospitals
(BCHS and MMM) report Environment as the second highest mean score
(3.75 and 3.85 respectively).

It is, therefore, no surprise that

the Environment dimension displays the highest average level of sat
isfaction.

Port Huron Mercy Hospital reports the highest level of

satisfaction with four of the five mean scores for an average satis
faction score of 4.08.

Interestingly, this is only fractionally

higher than the average for Borgess Medical Center (at 4.06).

Combined Emergency Departments Results

Demographic information collected in the study includes age,
ethnicity, educational level, and gender (except Borgess Hospital
where this category was erroneously excluded) . The results of the
combined total scores for each demographic category are compared by
individual emergency departments as well as total combined scores.
Mean satisfaction scores by demographic categories, are also report
ed.

All response categories are collapsed to increase the numbers

of responses in each cell.

Hospital Demographics

Demographic categories (by percentages) are exhibited in Table
12 for individual participating hospitals and combined total.
The combined scores for gender (excluding Borgess Medical Cen-
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ter) are 44% male and 56% female.

The total scores for the collaps

ed age categories of age among respondents are 35% child/young adult,
35% adults, and 29% older adults, presenting a fairly even age dis
tribution.

The ethnicity categories are divided into "White" and

Nonwhite."

As already indicated, the majority of respondents for

all hospitals are White.

The combined totals are 84% White respond

ents and 15% nonwhite respondents.

Table 12
Individual Emergency Departments and Combined Totals
Percentages of Demographic Categories

MMM
%

BMC
%

PHM
%

StJM
%

Combined
%

GENDER
Male
Female

50
50

NA
NA

42
58

40
60

44
56

AGE
Child/Young Adult
(0-17, 18-24)

38

44

16

32

35

Adult
(25-34, 35-44, 45-54)

29

32

37

40

35

Older Adult
(55-66, 65-74, 75 up)

33

24

47

28

29

ETHNICITY
White
Non-White

61
39

82.5
17.5

100
0.0

84
16

84
15

EDUCATION LEVEL
High School or less
Some College/Tech
College Grad or more

42
39
18

50
29
21.5

38
33
29

24
52
24

37
36
27

The total scores for the educational categories are 37% for "high
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school diploma or less," 36% for "some college or technical school,"
and 27% "college graduate or more."

Here again the results are fair

ly evenly distributed with respect to the amount of education re
ported.

Established Relationships

Patient satisfaction concepts were highly correlated with each
other and thus impacting the reliability scores (see Table 13).

Be

cause of the high inter-correlation, it is difficult to isolate any
one

single dimension of satisfaction that is more important than

others in predicting satisfaction levels.

A spillover affect may

impact the nature of any relationship between the satisfaction di
mensions and any independent variable.

Table 13
Correlation Coefficients for
Satisfaction Dimensions

Communication
Access
Humanness
Waiting Time

Access

Humanness

Waiting
Time

Environment

.70

.80

.59

.60

.70

.64

.76

.67

.66
.65

Environment

Crosstabulations were performed on all satisfaction dimensions and
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demographic categories to examine blvariate relationships.

The fol

lowing tables show the combined mean satisfaction scores by gender,
age, ethnicity, education, and urgency.

Satisfaction bv Gender

Results of crosstabulation of patient satisfaction dimensions
and demographic categories by Individual hospitals (and combined re
sults) are as varied as the relationships reported In the patient
satisfaction literature. For example, satisfaction levels are usual
ly higher for women than for men, according to some studies (DiMatteo & Hayes, 1980; Fox & Storms, 1981; Larsen, Attkisson, Har
greaves & Nguyen, 1979; Pascoe, 1983; Zastowny et al., 1983).

Other

studies have found no significant differences between male and fe
males levels of satisfaction (Comstock et al., 1982; Kuurata, Nogawa,
Phillips, Hoffman & Werblun, 1992).

According to Table 14,

Table 14
Mean Satisfaction Scores by Gender

Male

Female

Communication

2.3

2.1

Access

2.3

2.2

Humanness

2.3

2.2

Waiting Time

1.8

1.8

Environment

2.1

2.3
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this study shows females with higher scores in the dimension of En
vironment and an even score in Waiting, but the majority of scores
are nevertheless, higher for males.

Satisfaction bv Age

According to the literature, the level of patient satisfaction
is generally higher for older than younger respondents (DiMatteo &
Hayes, 1980; Fox & Storms, 1981; Hansagi, Carlsson & Brimar, 1992;
Pascoe, 1983; Pope, 1978).

For example, Comstock et al., (1982)

found that patients under 40 tended to rate their satisfaction with
physicians lower than those over 40.

Similarly, Linn (1975) found

that patients over 60 and under 18 were significantly more satisfied
with their medical encounters than were patients in other age groups
Table 15 shows the results from this study.

Table 15
Mean Satisfaction Scores by Age

Child/
Young Adult

Adult

Older
Adult

Communication

1.9

2.4

2.4

Access

2.1

2.3

2.4

Humanness

2.0

2.3

2.6

Waiting Time

1.8

1.9

1.9

Environment

2.2

2.4

2.3
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The highest mean scores for the "older adult” category are equal to,
or higher, in four of five satisfaction dimensions than the "adult”
category.

Only for the dimension of Environment (2.4) is the high

er in the "adult" category. The "child/young adult” category shows
lower mean scores than both other categories.

Satisfaction bv Ethnicity

The literature has identified ethnicity as an indicator of
satisfaction with Non-whites less likely to be satisfied than whites
(Barlett et al. , 1984; Bashshur, Metzner & Worden, 1967; Larsen, Attkisson, Hargreaves & Nguyen, 1979; Temkin-Greener & Winchell, 1991;
Zastowny et al. , 1989; Zastowny et al. , 1983).

A few researchers

found no statistically significant differences for ethnicity (Kurata,
Nogawa, Phillips, Hoffman & Werblun, 1992).

From Table 16, the re

sults of this study show equal to, or higher, mean scores among non-

Table 16
Mean Satisfaction Scores by Ethnicity

Nonwhite

White

Communication

2.3

2.2

Access

2.4

2.2

Humanness of Care

2.3

2.3

Waiting Time

1.9

1.9

Environment

2.4

2.3
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white respondents in all five satisfaction dimensions.

Satisfaction bv Educational Level

Educational level (see Table 17) may be an indicator of pa
tient satisfaction, according to some studies (Bartlett et al.,
1984; Zastowny et al., 1983).

Table 17
Mean Satisfaction Scores by Education

High School
or Less

Some College/
Technical

Graduate/
or More

Communication

2.3

2.1

2.3

Access

2.4

2.1

2.2

Humanness of Care

2.5

2.2

2.1

Waiting Time

2.0

1.8

1.7

Environment

2.4

2.2

2.2

Respondents with higher levels of education appear more satisfied
than those with lower educational levels, especially in terns

of

caring, compassionate manner, technical competence of the provid
ers, and up-to-date technology (Hulka et al., 1971; Temkin-Greener &
Winchell, 1991).

However, according to Linn (1975), patients with

less formal education were significantly more likely to be highly
satisfied.

Caplan and Sussman (1966) also found that the higher

the educational attainment, the less satisfied the patient is like
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ly to be.

According to Bashshur, Metzner and Worden, 1967; Larsen,

Attkisson, Hargreaves, and Nguyen, 1979; and Weiss, 1988, however,
other studies maintain that educational level is not an indicator of
satisfaction.
The results from this study are displayed in Table 17 above.
Mean satisfaction scores for those respondents with a high school
diploma or less are equal to, or higher, in every category than
those with higher levels of education. This finding supports the
finding in the literature that the higher their educational level,
the less likely patients are to be satisfied.

Satisfaction bv Urgency

The severity of illness has also been found to impact patient
satisfaction.

A patient satisfaction study with disabled patients

found patients with higher levels of disability more likely to be
dissatisfied (Patrick et al., 1983).

Patients with AIDS showed a

significant negative relationship between the intensity of symptoms
and levels of satisfaction.(Stein et al., 1993).
tionship is complex.

However, the rela

The severity of illness also interacted with

the physician's communication style when determining satisfaction
(DiMatteo et al., 1979).

The more seriously ill a patient, the more

need for the dominant/action type physician to produce satisfaction
(Buller & Buller, 1987).

Patients who are less seriously ill are

more influenced by "communication" factors (DiMatteo et al., 1979).
Some researchers report that the best predictor of satisfaction
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in younger patients is the severity of the patient's condition as
rated by the physician.

Patients with more severe conditions were

generally less satisfied than those who were not as ill (Linn et al.,
1982, p. 610).

Hansagi et al., (1992) found the opposite results.

They found satisfaction with the emergency department significantly
lower among patients who were triaged nonurgent and higher among im
mediate and urgent triage patients.

This was especially the case

for younger patients (p. 71).
This study shows (Table 18) that the satisfaction scores are
equal in four out of five dimensions regardless of whether the pa
tient was categorized "urgent" or "nonurgent." As stated earlier,
the response to the "reason for visit" question was rated by a phy
sician as to the urgency or nonurgency of reported symptoms.

Only

the dimension of Communication showed "nonurgent" patients reporting
a slightly higher score (2.3 vs. 2.2).

Table 18
Mean Satisfaction Scores by Urgency

Non Urgent

Urgent

■ 2.3

2.2

Access

2.3

2.3

Humanness

2.3

2.3

Waiting Time

1.9

1.9

Environment

2.3

2.3

Communication
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Chi-Square

Mantel-Haenszel's Chi-Square test is used to examine the five
satisfaction dimensions by individual demographic categories.

The

"age" (child/ young adult, adult, and older adult) and "education”
(high school or less, some college/technical school, and graduate
degree or higher) levels are ordered from the lowest to the highest
ranges within each category.

The other three satisfaction dimension

are coded "0n and "1" as follows: gender (0 - male and 1 - female),
ethnicity (0 - nonwhite and 1 - white) and urgency (0 - nonurgent
and 1 - urgent).
The significance scores from Mantel-Haenszel's Chi-Square test
(see Table 19) show that the relationships between "age" and Humaness and "educational level" and Humanness are statistically signif
icant (jj — .00 and .01, respectively). The literature is somewhat
mixed for both independent variables.

The literature usually shows

older people more satisfied than younger, and indeed, this study
shows that older adults do appear to be more satisfied than patients
in the adult or younger age categories. Educational level definitely
has received mixed messages from the literature.

Still, researchers

have indicated that people with more education are more concerned
about technical and professional issues.

People with less educa

tion, and perhaps some with more, can be satisfied with a lower lev
el of actual rather than expected care, but only IF compassionate
caregivers provide the "human" part of a scientific, technical sys
tem.
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In addition, the relationship between "age" and the Communica
tion dimension of patient satisfaction is also statistically signifi
cant (j> - .01).

Again, much of the literature shows older adults

more satisfied than younger.

This study shows that as an indepen

dent variable, age does impact at least one component of patient
satisfaction (Communication).

Table 19
Mantel-Haenszel's Chi-Square Test-Significance Scores
Demographics by Satisfaction Concepts

Gender

Age

Ethnicity

Education

Urgency

Communication

.18

.01*

.72

.63

.80

Access

.80

.14

.34

.12

.81

Humanness

.91

.00*

.96

.01*

.87

Waiting Time

.62

.76

.88

.09

.69

Environment

.13

.42

.24

.10

.90

♦Significant at .01
df - 1

Regression Analysis

In an attempt to sort out the impact of various independent
variables, separate regression analyses were performed, relating the
independent variables (demographics and urgency) to each satisfac
tion dimension.

These regressions have produced the following ad

justed R scores for the various patient satisfaction dimensions (See
Table 20).

The explanatory power of the independent variables is
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low for most satisfaction dimensions, as shown by the R Square and
the adjusted R Square scores.

This indicates that the traditional

model used to measure satisfaction is not a good predictor.

Table 20
R Scores for Satisfaction Concepts

T
Test

Signif
F

.02

.160

.28

-.02

.124

.67

.04

.041

.15

Waiting Time

-.04

.001

.88

Environment

-.03

.008

.70

Adjusted
R Square

Communication
Access
Humanness

Table 21 shows the Beta weights and the Significant t scores
for each satisfaction dimension by demographic category. Significant
scores for Communication (t - .03) and Humanness (t - .01) by age
support the literature, and this study, which both found older pa
tients more satisfied.

Also, three out of five satisfaction di

mensions have a negative sign, demonstrating the longer the perceived
waiting time, the higher the dissatisfaction rate.

Departments With and Without Patient Representatives

In order to test the fundamental hypothesis of the study, the
impact of the patient representative must now be examined.
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Table 21

Beta Scores and Significant t for Satisfaction
Dimensions by Independent Variables

Beta Scores

Communication
Sex
Age
Ethnicity
Education
Urgency

Significant t

-.21
.09
.08
-.05
.07

.32
.03^
.47
.42
.73

Sex
Age
Ethnicity
Education
Urgency

-.17
.04
.04
-.04
.11

.32
.21
.67
.45
.53

Humanness
Sex
Age
Ethnicity
Education
Urgency

-.07
.09
.01
-.05
.13

.47
.01**
.88
.25
.47

Waiting Time
Sex
Age
Ethnicity
Education
Urgency

-.18
.00
-.03
-.08
.05

.47
.93
.84
.25
.86

Environment
Sex
Age
Ethnicity
Education
Urgency

.10
.02
.03
-.04
.17

.54
.51
.77
.36
.34

Access

♦Significant at g - .05
♦♦Significant at £ - .01

Table 22 presents a summary of the independent variables for

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

hospitals with patient representatives, those without patient repre
sentatives, and the combined total.

Table 22
Demographic Categories by Representative and
Nonrepresentative Departments

Representative
(N - 63)

Nonrepresentative
(N - 65)

Total
(N - 128)

GENDER
Male
Female

46%
54%

36%
64%

43%
57%

AGE
Child/Young
Adult
Older Adult

36%
34%
30%

34%
34%
32%

35%
34%
31%

ETHNICITY
White
Nonwhite

70%
30%

89%
11%

80%
20%

EDUCATION
High School/Less
Some College/Tech
Graduate or More

34%
38%
28%

46%
30%
24%

40%
34%
26%

URGENCY
Urgent
Nonurgent

41% .
59%

27%
73%

34%
66%

The demographic breakdown of the representative/nonrepresenta
tive hospitals by gender is distributed fairly evenly and in a pat
tern similar to the total sample, that is, more female than male
respondents in each category.

There are, however, somewhat more fe

males from nonrepresentative hospitals than from representative hos
pitals.

The age categories are evenly distributed with approximate
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ly one-third of the sample in each age category for both representa
tive and nonrepresentative hospitals.

The ethnicity distribution of

the nonrepresentative sample is somewhat different from the repre
sentative distribution, in that there is a stronger majority of White
respondents.

With respect to education the proportion with "high

school or less" education is higher for nonrepresentative than repre
sentative hospitals.

The second education category (some college/

tech) is reversed with representative hospitals having higher pro
portions than the nonrepresentative hospitals.
category contains only minor differences.

The third education

The differences between

"urgent" and "nonurgent" are also generally consistent across repre
sentative and nonrepresentative hospitals.
The mean satisfaction scores for representative versus nonre
presentative hospitals range from 1.6 to 2.1 for the representative
hospitals to the higher range of scores for the nonrepresentative
hospital of 2.1 to 2.4 (See Table 23).

While Waiting Time scores

are the lowest for both groups, all other mean scores for the repre
sentative hospitals are 2.1 while Access, Humanness, and Environment
all share the highest nonrepresentative score (2.4).
The mean scores clearly show a higher level of satisfaction
for hospitals with no patient representative than for those with pa
tient representation.

The scores for nonrepresentative hospitals

are higher across the board.

A T-Test to compare the differences

between the means of the two samples confirms the results with the
mean differences significant for three of the five satisfaction ca
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tegories: 2 - .041 for Humanness, 2 “ >001 for Waiting Time, and 2 .008 for Environment.

The differences for Communication (.160) and

Access (.124) are not significant.

Table 23
Nonrepresentative and Representative Departments
Mean Satisfaction Scores

Satisfaction
Concepts

No Patient
Representative

Patient
Representative

Communication

2.3

2.1

Access

2.4

2.1

Humanness of Care

2.4

Waiting Time

2.1

1.6

Environment

2.4

2.1

•

2.1

To further explore the hypothesis of this study, a second re
gression analysis was performed, this time adding the patient repre
sentative to the list of independent variables to test the impact of
the representative on satisfaction.

Table 24 represents both regres

sion scores for comparison purposes.
With the addition of patient rep as an independent variable
impacting satisfaction the number of significant scores increased to
two (Humanness and Waiting Time). The multiple R and R Square scores
are equal (in one case) and higher in all other categories.

The ad

dition of the patient representative as an independent variable pro
duced a dramatic change in the Waiting Time score (From .65 to .04)
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demonstrating the importance of this independent variable on waiting
time.

One possible explanation for this change could be that per

ceived waiting is less if the patient or family member is informed
of the events taking place during the waiting period (one function
of a patient representative).

If waiting time seems shorter, sat

isfaction may increase.

Table 24
R Scores for Satisfaction Dimensions
(Including Patient Rep)

Adjusted R
Rep

No Reo

Significant F
No Ren
Rep

Communication

.01

.02

.35

.28

Access

.00

-.02

.43

.67

Humanness

.10

.04

.04*

.15

Waiting Time

.16

-.04

.02*

.88

' .03

-.03

.23

.70

Environment

To test the assumption that larger number of cases would change
the results, the original data set was doubled and additional regres
sion analyses were performed on the doubled data set.

These analy

ses, first performed without using patient representative as a var
iable, show multiple R's and R Squares similar in magnitude to the
original data set.

However, one additional dimension (Communica

tion) became significant in the doubled data set.

A parallel regres

sion analysis including the patient representative followed the same
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pattern with the exception that the Waiting Time dropped from sig
nificant to insignificant in the doubled set.

While the direction

of the relations is not predictable, it is clear that larger number
of cases would improve the accuracy and the stability of the pre
dictions .
Table 25 shows the Beta scores and significant t scores for
the satisfaction dimensions by independent variables (including the
patient representative). Again Communication by age shows a signi
ficant score (£ - .03).

In addition, Humanness, Waiting Time and

Environment by patient representative are all significant (j> - .03,
p. - .00, and £ - .02 respectively).

The addition of this indepen

dent variable, and its importance, demonstrates the importance of
the role of the patient representative (or a structure or environ
ment that acts as a patient representative) on the level of satis
faction.

Table 25
Beta Scores and Significant t for Satisfaction Dimentions by
Independent Variables (Including Patient Representative)

Beta Scores
Communication
Patient Rep.
Sex
Age
Ethnicity
Education
Urgency

Significant t

.09
.10
-.04
.05

.49
.30
.03
.40
.47
.83

-.27
-.19

.10
.25

-.13
-.22

Acess
Patient Rep.
Sex
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Table 25--Continued

Beta Scores
Age
Ethnicity
Education
Urgency

Significant t

.05
.07
-.03
.06

.18
.45
.56
.72

Humanness
Patient Rep.
Sex
Age
Ethnicity
Education
Urgency

-.38
-.10
.09
.06
-.04
.06

.03*
.56
.01
.54
.36
.72

Waiting Time
Patient Rep.
Sex
Age
Ethnicity
Education
Urgency

-.85
-.25
.01
.07
-.05
-.10

.00**
.27
.80
.59
.41
.67

Environment
Patient Rep.
Sex
Age
Ethnicity
Education
Urgency

-.36
.07
.03
.07
-.03
.10

.02*
.67
.45
.45
.50
.55

★Significant at £ - .05
★★Significant at £ - .01
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CHAPTER VI

SUMMARY AMD CONCLUSIONS

Patient satisfaction is a multidimensional factor impacting
health care service providers and facilities as dramatically as it
impacts the patients and families themselves.

The business of oper

ating a healthcare organization may over-shadow the humanistic com
ponents of providing health care.

The patients' expectations are of

compassionate and caring medical attention, provided by positive,
supportive healthcare providers making timely and accurate medical
decisions in a clean, up-to-date environment.

This picture would

maximize high levels of satisfied patients with no complaints or lia
bility issues as well as complete compliance with all prescribed
treatment plans.

It also would promote high recommendations from

patients to family and friends as well as return visits by the pa
tients and their families.
Often the reality of an emergency room is a hectic, fast paced,
life and death climate where overworked staff members treat illness
and disease while sometimes leaving patients, families and friends
feeling isolated and forgotten.
may generate complaints.
xiety.

Families separated from patients

An increase in waiting times increases an

Lack of communication between patients and families with

seemingly uncaring staff may produce dissatisfaction with service.
The healthcare organization itself must combine enterprising

87
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business tactics with the professional and technical demands of the
business of medicine.

The manner in which service providers inte

grate the business of medicine with the needs of their patients may
determine the future viability of the organization.

Although pa

tients can, and indeed will have to, adapt to changes in future
healthcare delivery system, meeting the psychological and social
needs and expectations of patients and their families may be a pos
itive factor in that success.
The goal of the patient representative's role is to narrow the
gap between patients' expectations and actual events by providing
information and assistance to patients, families, and friends; act
ing as a liaison to the medical providers on behalf of the patient;
and identifying and addressing questions, concerns and problems.
While it appears obvious on the surface, this study was undertaken
to determine if the patient representative role would impact patient
satisfaction.

The literature has identified the following dimen

sions as indicators of patient satisfaction: patient-provider Com
munication; Access to care including location and ingress/egress of
the facility as well as the services that are available at the site;
the Humanness of interpersonal aspects of care such as empathy, con
cern and caring of the staff; Waiting Time which includes periods of
time waiting to be seen by a medical provider, waiting for test re
sults or time spent anticipating diagnosis/treatment; and the phy
sical Environment of the facility in terms of cleanliness, quiet and
comfortable surroundings as well as available restrooms and tele-
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phones.

The dimensions of patient satisfaction (Communication, Ac

cess, Humanness, Waiting Time, and Environment) include many areas
that the role of the patient representative is designed to impact,
suggesting that the representative could positively, influence pa
tient's satisfaction levels.
Satisfaction is measured by an survey instrument incorporating
five components of patient satisfaction as identified in the liter
ature.

The surveys were distributed by emergency room personnel via

the registration process and returned by mail to assure patient con
fidentiality and to gain honest answers to sensitive information that
may have been associated with the visit to the emergency department.
The sample of patients surveyed were drawn from those seeking care
during the survey time frame.

The study was conducted at emergency

departments with patient representative as well as those without pa
tients representatives for comparison purposes.

Findings

The fundamental hypothesis of the study was that patient sat
isfaction is higher in emergency departments with patient repre
sentatives than those without patient representatives.
do not support the hypothesis.

The results

Mean scores for all satisfaction

dimensions were higher in hospitals without patient representatives
than for those hospitals with patient representatives.

However,

significant scores for satisfaction were produced in representative
hospitals in the dimensions of Humanness and Waiting Time. The se-
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condary questions examined in this study, however, do show some pos
itive results as the components of satisfaction were explored.

This

study shows male respondents with mean scores higher than females in
three out of the five satisfaction dimensions.

Although some of the

literature finds females with generally higher levels of satisfac
tion, other studies have found no significant differences. Satisfac
tion levels in this study are higher in the older adult category than
the adult, young adult, or youth categories. This is consistent with
the literature showing higher satisfaction in older rather than
younger patients.

Nonwhite respondents report equal satisfaction

levels with Whites in four out of the five satisfaction dimensions.
This finding is different from the literature in the field showing
nonwhites less satisfied.

The results of literature on the impact

of education on satisfaction is mixed but this study clearly shows
respondents with less than a high school education reporting equal
to, or higher, satisfaction scores in every dimension.

Patients

categorized as urgent during triage report scores equal to non
urgent categories of respondents in four out of five dimensions.
Again, the literature in this area is mixed.
A Chi-Square test measuring the significance of bivariate re
lationships (demographic categories by satisfaction dimensions)
showed Humanness of care to be significantly related to age and ed
ucation.

The Mantel-Haenszel Chi-Square also showed the relation

between Communication and age to be significant.

These scores sup

port the belief that the art of medicine is as important, if not
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more so, than the science of medicine, at least from the point of
view of certain groups of patients, most notably, older patients and
those with lower levels of education.

Emergency departments that

are staffed with supportive, empathetic staff members, from the re
gistration clerks to the physicians, seem to elicit higher satis
faction levels even whether or not a patient representative is avail
able.
Two dimensions of patient satisfaction were found to be sta
tistically significant.

Regression analysis (without: using the pre

sence or absence of a patient representative as a variable) shows no
significant relationships.

Including the presence or absence of a

patient representative as a variable, produced a significance level
of Humanness of care (.03*), stressing the importance of the manner
in which health care is delivered.

In addition, the dimension of

Waiting Time became statistically significant (.02*).
As a predictor of patient satisfaction, Waiting Time is by far
the circumstance that makes the most people unhappy.

Waiting Time,

as a dimension of satisfaction, has the lowest mean score for each
individual hospital.

It also has the lowest mean score across ca

tegories gender, age, ethnicity, education, and urgency of care.
Waiting time also posts the lowest mean scores in both patient re
presentative and nonpatient representative hospitals alike.

Waiting

Time is statistically significant as one predictor of satisfaction;
as waiting time increases, satisfaction levels decrease.
This study, in and of itself, will not impact healthcare as
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reform is being addressed at different levels across the country due
to the small sample size and therefore, the amount of sampling error.
However, it may assist other researchers who seek to examine sat
isfaction in the emergency department by ruling out a methodology
option that was not successful.

Nevertheless, even with its limit

ations, this study does support the many studies that demonstrate
the patient's expectations of Humanness and Communication as they
seek medical attention.

Also, even though individual R scores for

satisfaction dimensions are low, the combination of the R scores for
all dimensions combined (including patient representative) suggests
these combined components (R - Communication .09, Access .08, Human
ness .17, Waiting Time .18, and Environment .10) are important in
predicting patient satisfaction (.62), especially since two of them
are statistically significant (Humanness .04, and Waiting Time .02).
The results produced from this study may be most useful to
practitioners in the healthcare field.

Although the demographic

characteristics identified in the literature, and some supported by
this study, may be useful in predicting satisfaction levels to some
extent, other variables are also likely to impact satisfaction.

For

instance, the literature, as well as this study, seem to support the
fact that patients with higher levels of education are usually less
satisfied than those patients with less education.

However, mean

scores for patient satisfaction dimensions show this impact most
clearly with respect to Communication and Humanness of care. Indeed,
the presence or absence of a patient representative, in determining
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satisfaction, seems less important in emergency departments that
have a commitment to quality care in place and personnel that ful
fill the functions of a patient representative position, especially
in the areas of Communication and Humanness. This circumstance was
clearly demonstrated during the study.

During the preliminary meet

ings for each study site, I had an opportunity to observe each de
partment and the interactions between patients and staff. Port Huron
Mercy and Borgess Medical Center provided examples of concerned, car
ing providers from the registration clerks to the medical staff.

Recommendations

The methodology utilized for this study (that of a survey dis
tributed during the registration process) was an attempt to gather
information from a sample of emergency department patients and fam
ilies while protecting the confidentiality of the patients and the
reason for the emergency room visit.

The rationale supporting the

methodology did give complete confidentiality to patients but also
prevented follow-up procedures to increase the response rate. Again,
a methodology which produces higher response rates is important for
the scope and generalizability of future studies.
The issue of confidentiality was compromised when one dissatis
fied patient called the researcher to discuss problems regarding her
emergency room visit.

A contact telephone number was contained in

the survey packet to assist any person who had questions regarding
the survey.

This number was used inappropriately by a patient who
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contacted the researcher concerning her emergency room visit.

The

researcher then contacted the hospital to relay the information.
This action caused the staff of the department concern over patient
confidentiality. The appropriate action of the researcher should
have been to direct the patient to contact the emergency department
directly without becoming involved in the process.

This action on

the part of the researcher certainly impacted the response rate of
the particular departments as the number of surveys distributed de
creased dramatically after that incident.
Other factors that may have impacted the results of this study
are the possible non-randomness of the sample and the emergency de
partment as the survey site.

The low response rate resulted in a

small number of cases for this study.

Because of the small number

of cases, the data is not generalizable due to the possibility of
non-randomness. The number of cases also limits the amount and type
of analysis available for analysis.

For instance, factor analyses

could not be used to identify any cluster of satisfaction dimen
sions .
The ideal situation for surveying patients about patient sat
isfaction would be to survey hospitals throughout the state (or at
least a larger geographic area) and survey all patients, including
in-patients as well as emergency patients.

Satisfaction results

could then be examined in terms of those patients exposed to patient
representative services, those without patient representative ser
vices and those separated by inpatient/outpatient status.
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The emergency department of an institution may strive to re
flect the appropriate, or desired, attitude of the organization in
terms of providing caring, compassionate healthcare but emergency
department patients are different than other hospital patients. They
arrive in crisis (real or perceived), they often wait for service
(usually longer than they want), and the single encounter may or may
not relieve their conditions and cure their ills.

The types of pa

tients who frequent emergency departments is also changing.

Changes

in the delivery system may force patients to utilize the emergency
department for reasons other than emergent care.

As was noted from

the literature, these patients may be less able, or less willing, to
participate in a health study.

Therefore, increasing the response

rate by increasing the percent returned or adding survey sites is
very important.
An additional recommendation for future research in an area
such as an emergency room is to have the researcher distribute the
questionnaires to patients and families.

This would allow a quali

tative aspect to patient/staff interactions, in addition to the pa
tient perceptions as reported on the questionnaire.

It would also

allow the researcher to regulate the survey distribution process
(whether before, during or after) to establish the impact that the
process has on response rates.

Also, separate surveys for patients

and family members may have produced different levels of satisfac
tion for each.
If the results had been expected or anticipated, data col-
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lection during this study could have been expanded in terms of eith
er the number of emergency departments or an increased sample size.
However, since much of the surveying itself overlapped, final out
comes could not have been known in advance.

Also, the number of

hospitals in the target area with patient representatives available
in the emergency department is quite small.

It is likely, there

fore, that to substantially increase the number of cases available
for analysis, the entire scope of the study, in terms of number of
departments, length of study, and number of patients contacted would
have to be expanded.

Future Studies

In an effort to explain why the hypothesis of this study is
not supported by the data, it is apparent that three methodological
problems plagued the study: (1) low response rates, (2) inconsisten
cy in the distribution of the survey packets through the registra
tion process, and (3) confidentiality issues. According to the stan
dards of the research community, the response rate was consistently
low whether 20% of the surveys were distributed or whether 88% of
the patients received survey packets.

Still, it is important to

remember that practitioners are often forced to make do with even
lower response rates.

Identifying a mechanism(s) to increase the

response rate is critical to future research.
An attempt to gain information concerning patient satisfaction
and increase the response rate in a complex area of the health care
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arena was not successful in terms of the anticipated hypothesis or
the generalizability of satisfaction indicators in emergency de
partments.

Although the response rates were higher than the hospi

tals themselves typically collected, the low response rate produces
a high probability of sampling error and lack of generalizability
which make the data very limited in scope.

An expanded data base

would decrease sampling error, increase generalizability, and may
change the results.

Also, an expanded data base would allow more

in-depth analyses, including tests to examine the patient represen
tative as an intervening variable as opposed an independent var
iable .
Other researchers undertaking the arduous task of defining and
determining patient satisfaction, whether in the emergency depart
ment or

other area of health care, should seek ways to maximize pa

tient cooperation and to gain information from a perspective that
only the patients themselves can provide.

Telephone interviewing

should greatly increase the response rate, but would undoubtedly
miss a portion of emergency department patients who do not have tel
ephones or permanent addresses. It might also intimidate some pa
tients who feel their confidentiality has been violated.

In-person

interviewing, such as exit interviews, may be practical in clinic or
office situations, but may not be the best approach for emergency
departments.
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Kalamazoo. Michigan 49006-3899
616387-6293

Human S ublets Inztautnnat Review Board

WESTERN MICHIGAN UNIVERSITY

Date:

March 8, 1995

To:

Newman, Diana L.

iaiQV

From: Richard Wright, Interim Chaii
Re:

HSIRB Project Number 95-03-12

This letter will serve as confirmation that your research project entitled "The patient representative's
impact on patient satisfaction” has been approved under the exem pt category of review by the
Human Subjects Institutional Review Board. The conditions and duration of this approval are
specified in the Policies of Western Michigan University. You may now begin to implement the
research as described in the application.
Please note that you must seek specific approval for any changes in this design. You must also
seek reapproval if the project extends beyond the termination date. In addition if there are any
unanticipated adverse or unanticipated events associated with the conduct of this research, you
should immediately suspend the project and contact the Chair of the HSIRB for consultation.
The Board wishes you success in the pursuit of your research goals.
Approval Termination:
xe

Mar 8, 1996

Kobrak, Peter, PAA
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FORT HURON MERCY EMERGENCY DEPARTMENT
Please answer each question.
Circle the response that best fits your experience.
Strongly Disagree - SD
Disagree — D
Neutral - N
Agree - A
Strongly Agree - SA
1. The registration clerks were helpful.

SD

D

N

A

SA

2. The location of the emergency room
was convenient.

SD

D

N

A

SA

3. The waiting area was clean.

SD

D

N

A

SA

4. I received prompt service.

SD

D

N

A

SA

5. I felt safe in the waiting area.

SD

D

N

A

SA

6. The nurses were caring.

SD

D

N

A

SA

7. Medical terms were clearly explained
to me.

SD

D

N

A

SA

8. The examination area was clean.

SD

D

N

A

SA

9. Convenient parking was available.

SD

D

N

A

SA

10 . The doctors listened to me.

SD

D

N

A

SA

11 . Tests and procedures were explained
to me in a way I could understand.

SD

D

N

A

SA

12 . I was treated with respect.

SD

D

N

A

SA

13 . If I had to wait, the reason
for the delay was explained.

SD

D

N

A

SA

14,. My family and friends were informed
about me during treatment.

SD

D

N

A

SA

15. If informed, by whom?
Nurse
Registration Clerk
Patient Representative
Other
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16. Waiting time to see a nurse.
Less than 15 mins.
15-30 mins.
30-60 mins.
60+ mins.
17. Waiting time to see a doctor.
Less than 15 mins.
15-30 mins.
30-60 mins.
60+ mins.
18. My privacy was respected during
examinations.

SD

D

N

A

SA

19. I was given enough information
about my medical condition.

SD

D

N

A

SA

20. There was a contact person for
my family and friends.

SD

D

N

A

SA

21. Any questions I had were answered
before I left the facility.

SD

D

N

A

SA

22. The discharge instructions were
clearly explained.

SD

D

N

A

SA

23. The waiting area was comfortable.

SD

D

N

A

SA

24. The emergency room had access to
telephones.

SD

D

N

A

SA

25. The emergency department had medical
equipment to meet my needs.

SD

D

N

A

SA

26. The nurses were responsive to my
needs.

SD

D

N

A

SA

27. Tests and procedures were carried
out in a timely manner.

SD

D

N

A

SA

28. The waiting area was quiet.

SD

D

N

A

SA

29. It was easy to find nry way around.

SD

D

N

A

SA

30. I would return to this emergency
room.

SD

D

N

A

SA

31. I would recommend Mercy's emergency
department to my family and friends.

SD

D

N

A

SA
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The following information will be used for statistical purposes only.
Reason for visit ______________________________________________
Patient's Sex
Patient's Age Category

Patient's Ethnicity

Male
___ 0-17
25-34
45-54
65-74

Female
18-24
35-44
55-64
Over 74

White
Hispanic
Asian American

African American
American Indian

Educational Level of Patient (or parent/guardian if patient under 18
years)
Less than HS Diploma ___ HS Diploma ___ Technical School
Some College

College Degree

Some Graduate School

Graduate Degree
Please indicate who is filling out the questionnaire:
Patient
Family Member
Friend
Thank you for your participation. Please mail your completed
CONFIDENTIAL survey as soon as possible. Do not sign your name.
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Port Huron Mercy Hospital is conducting a study to assess the
level of satisfaction of patients and their families in the emergen
cy department. This study is a cooperative effort with The Kercher
Center for Social Research at Western Michigan University. We are
asking for your participation in this study.
The satisfaction of our patients' and their families is very
important to us and anything you can do to help us improve our cur
rent services would be appreciated. Please take a few minutes when
you return home to complete the questionnaire and return it the selfaddressed, postage-paid envelope included in the packet as soon as
possible.
This is a confidential survey. The completed survey will be
returned to The Kercher Center at Western Michigan University. Your
participation is very important. If you have questions, please call
Diana Newman at Western Michigan University. The telephone number is
(616) 387-5296.
Sincerely,

Lynn Burgett, R.N.
Director of Emergency
and Ambulatory Services
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FORT HURON MERCY EMERGENCY DEPARTMENT

PATIENT QUESTIONNAIRE
Port Huron Mercy Emergency Department is pleased to serve our com
munity and to meet your emergency needs. We are very Interested in
your perceptions of the service you received in the emergency room.
Please complete the brief, confidential survey and return it in the
enclosed, postage-paid envelope. Instructions for filling out this
questionnaire are at the bottom of the page.
The attached questionnaire will help us determine the level of pa
tient satisfaction with the medical services provided as well as
satisfaction with the registration process, waiting time, the con
ditions of the waiting and examination areas, ease of access to the
facility.
Both sides of the questionnaire should be completed by the patient
whenever possible. If the patient is not able to complete the
questionnaire, it may be filled out by a family member or friend on
behalf of the patient. Patients who are minors should have the
questionnaire completed by their parent or guardian.
Please place the completed questionnaire in the self-addressed, pos
tage-paid envelope. This information is completely confidential.
The results of this survey will be used to improve services to our
patients and their families/friends.

PLEASE DO NOT SIGN YOUR NAME.
Please indicate the extent to which you agree or disagree
with the following statements about the service you received
from the Emergency Department of Port Huron Mercy Hospital.
Some statements are similar to one another to ensure that we
accurately determine your opinion concerning our service.

Circle the appropriate number using the scale below.
1-1
2-1
3-1
4-1
5-1

Strongly Disagree with this statement (SD).
Disagree with this statement (D).
neither agree nor disagree with this statement (N).
Agree with this statement (A).
Strongly Agree with this statement (SA).
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Summary Report
Patient Satisfaction Study
Port Huron Mercy Hospital
Diana L.Newman
Western Michigan University
Kalamazoo, Michigan 49008
(616) 387-5296
June, 1995

This is a summary report for Port Huron Mercy Hospital in Port
Huron, Michigan detailing the results of the patient satisfaction
study that was conducted by Diana L. Newman, doctoral student from
Western Michigan University.

The focus of the study was to measure

the level of patient satisfaction in four emergency departments, two
with patient representative staff in the department, and two depart
ments without the patient representative.

Port Huron Mercy Hospital

served as one of the departments without a patient representative.
This report will detail the individual patient responses from Mercy
Hospital.

A complete copy of the final dissertation, comparing the

patient satisfaction levels of all hospital emergency departments,
will be forthcoming upon completion of the above-mentioned disserta
tion.
The study was conducted for a three week period beginning on
May 1, 1995 and ending on May 21, 1995.

The questionnaires were

distributed to each patient or family member as they registered for
emergency services.

Instructions for completing the survey were

provided in the survey packet as well as an introductory letter from
Lynn Burgett, Director of Emergency Department and Ambulatory Ser
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vices.

A total of 345 survey packets were distributed during the

three week study.
questionnaires.

A five week time period was allowed for returned
The response rate was 7% percent; thus the follow

ing information is then based upon 24 responses.

I am disappointed

with the response rate but it was consistent for each hospital.

The

data will not be generalizable to your patient population because of
the very low response rate; however, I hope you will be able to use
the information as reported by 24 patients or their families.
The response rate, by week of distribution, is listed below.
Distribution of the survey packets during the first week netted 46%
of the respondents.

The second week showed a 33% response rate and

the last week of the project, the response rate was 21%.

The major

ity of responses were returned during the second and third weeks of
May, 1995.

A few responses came back during the last week in May

and the last response was received on June 2, 1995.
1st Week (White)
2nd Week (Ivory)
3rd Week (Grey)

46% (11)
33% (8)
21% (5)

The demographics for the respondents are as follows:
10
14

Males
Females

0-17
18-24
25-34
35-44
45-54
55-64
65-74
over 74

24 responses
0 missing
12%
04%
21%
12%
04%
08%
21%
18%

(3)
(1)
(5)
(3)
(1)
(2)
(5)
(4)

24 responses
0 missing
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Ill

Patient's Ethnicity
White 100% (24)

24 responses
0 missing

Educational Level
Less High School
High School Diploma
Technical School
Some College
College Degree
Some Grad School
Graduate Degree

24%
14%
14%
19%
19%
05%
05%

Completed Survey
Patient
Family Member

61% (14)
39% (9)

(5)
(3)
(3)
(4)

21 responses
3 missing

W

(1)
(1)
23 responses
1 missing

The questionnaire was designed to measure five concepts re
lated to patient satisfaction: supportive, helpful interactions
that produce positive outcomes (humanness of care), patient/provider
communication, facility characteristics as well as access, environ
ment of the facility and waiting time.
each question is detailed below.

The percent responding to

The percents reported below re

flect the percentage of respondents answering a particular question.
Missing cases are reported as such and not included in the percent
shown.

The first concept, designed to measure helpful, supportive

care, reflects the concern, friendliness and caring attitudes of all
staff as well as medical providers.

This concept was measured by

the following questions:
No Answer/Missing Cases

( )
SD

D

N

A

SA

The registration clerks were helpful.
(0)
0%
04%

08%

38%

50%

The nurses were caring.
(0)
04%

04%

38%

50%

04%
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No Answer/Missing Cases

( )
SB
I was treated with respect.
(1)
09%

£

H

4

sa

0%

0%

35%

56%

Contact for family and friends.
(2)
0%
09%

23%

32%

36%

Nurses were responses to my needs.
(0)
04%
0%

08%

50%

38%

The second concept is patient/provider communication.

The

following questions, and their responses, measured the warmth, sin
cerity and interest of the staff, from the patient's point of view,
as well as sensitivity to patient concerns and clear-cut explana
tions of diagnosis, causation and medical terms concept:
No Answer/Hissing Cases

( )
SD

D

N

A

SA

Medical terms explained.
(1)
09%

0%

04%

48%

39%

Doctors listened to me.
(1)
09%

0%

09%

26%

56%

Tests and procedures explained.
(0)
04%
04%

08%

42%

42%

05%

0%

10%

33%

Enough medical information.
(0)
08%

0%

13%

46%

33%

Questions answered.
(0)
08%

0%

04%

46%

42%

Discharge instructions clear.
(0)
08%

0%

08%

42%

42%

Family and friends informed.
(3)
52%
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The third concept measured was that of waiting time.
No Answer/Missing Cases

( )
SJ)

£

£

A

S&

I received prompt service.
(1)
04%

09%

0%

43%

44%

If wait, delay explained.
(1)
48%

09%

04%

09%

30%

Tests done timelymanner.
(1)
09%

04%

09%

39%

39%

04%
0%
38%
58%

24 responses
0 missing

04%
12%
38%
46%

24 responses
0 missing

Waiting time to see a nurse.
Less than 15 minutes
15-30 minutes
30-60 minutes
60+ minutes
Waiting time to see a doctor.
Less than 15 minutes
15-30 minutes
30-60 minutes
60+ minutes

The fourth concept measured for determining patient satisfac
tion level was the characteristics of the facility including access
to emergency department.

There are several dimensions to the facil

ity/access concept: availability, accessibility, accommodations,
affordability and acceptability.
No Answer/Missing Cases
C )
SD

N

SA

Convenient location.
(1)
0%

0%

13%

35%

52%

Safe waiting area.
(1)
0%

04%

04%

57%

32%
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No Answer/Hissing Cases

( )
SD

£

fi

4

S£

Convenient parking.
(1)
0%

0%

13%

52%

35%

Privacy respected.
(0)

0%

0%

12%

46%

42%

Telephones available.
(3)
0%

0%

19%

43%

38%

Easy to find way around.
(1)
0%

0%

26%

35%

39%

The last concept measured for this study was the environment of
the emergency department.

This concept can include comfort of seating,

attractiveness, clarity of signs and directions, quietness, cleanliness
and equipment available.
No Answer/Missing Cases

( )
SD

D

N

A

SA

Cleanliness of waiting area.
(0)
0%

04%

0%

58%

38%

Cleanliness of exam room.
(0)
0%

0%

04%

63%

33%

Comfortable waiting area.
(1)
0%

0%

13%

52%

35%

Necessary medical equipment.
(1)
09%

0%

09%

43%

39%

Quiet waiting area.
(0)
0%

0%

13%

58%

29%

Consequences related to the level of patient satisfaction include return
visits to the facility and the recommendation of the facility to family
and friends.
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No Answer/Hissing Cases

( )
SD

D

N

A

Return to emergency room?
(1)
09%

0%

09%

21%

Recommend emergency room?
(0)
09%

0%

09%

20%

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

BIBLIOGRAPHY

American Hospital Association (1985). Patient representation in con
temporary health care. Chicago: American Hospital Association.
Anderson, H.J. (1990). Patient relations director promotes customer
loyalty. Hospitals. 20. 46.
Armstrong, J.S. & Lusk, E.J. (1987). Return postage in mail surveys:
A meta-analysis. Public Opinion Quarterly. 51. 233-248.
Bartlett, E.E., Grayson, M. , Barker, R., Levine, D.M., Golden, A. &
Libber, S. (1984). The effects of physician communication
skills on patient satisfaction; Recall and adherence. Journal
of Chronic Diseases. 37(9/10), 755-764.
Bashshur, R., Metzner, C.A. 6c Worden, C. (1967).
faction with group practice, the CHA case.
of Public Health. 57(11), 1991-1999.

Consumer satis
American Journal

Bowman, M.A., Herndon, A., Sharp, P.C. & Dignan, M.B. (1992). Assess
ment of the patient-doctor interaction scale for measuring pa
tient satisfaction. Patient Education and Counseling. 19(1),
75-80.
Buller, M.K. 6c Buller, D.B. (1987). Physicians' communication style
and patient satisfaction. Journal of Health and Social Beha
vior. 28(4), 375-388.
Burgoon, J.K., Pfau, M. , Parrott, R., Birk, T., Coker, R. 6c Burgoon,
M. (1987). Relational communication, satisfaction, compliancein strategies and compliance in communication between physi
cians and patients. Communication Monograph. 54. 307-322.
Caplan, E.K & Sussman, M.B. (1966). Rank order of important vari
ables for patient and staff satisfaction with outpatient ser
vices. Journal of Health and Human Behavior. ]_, 133-137.
Cardozo, R.N. (1965). An experimental study of customer effort,
expectation and satisfaction. Journal of Marketing Research.
II, 244-249.
Carmel, S. (1990). Patient complaint strategies in a general hos
pital. Hospitals 6c Health Services Arim-in-i stration. 35.(2), 277288.

116

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

117

Carmel, S., Anson, 0. & Levin, M. (1990). Emergency department of
utilization by two subcultures in the same geographical region.
Social Science Medicine. 11(5), 557-563.
Charters, M.A. (1993). The patient representative role and sources
of power. Hospital & Health Services Administration. 38(3),
429-442.
Cleary, P.D. & McNeil, B.J. (1988, Spring). Patient satisfaction as
an indicator of quality care. Inquire. pp. 25-36.
Comstock, L.M. , Hooper, E.M., Goodwin, J.M. & Goodwing, J.S. (1982).
Physician behaviors that correlate with patient satisfaction.
Journal of Medical Education. 1Z(2), 105-112.
Corrigan, P. W. & Jakus, M.R. (1993). The patient satisfaction
interview for partial hospitalization programs. Psychological
Reports. J2, 387-390.
Counte, M.A. (1979). An examination of the convergent validity of
three measures of patient satisfaction in an outpatient treat
ment center. Journal Chronic Diseases. 32, 583-588.
Cryns, A.G., Nichols, R.C., Katz, L.A. and Calkins, E. (1981). The
hierarchical structure of geriatric patient satisfaction.
Medical Care. 22(8), 802-816.
Cunningham, L. (1991). The quality connection in health care: Inte
grating patient satisfaction and risk management. San Fran
cisco: Jossey-Bass.
Davis, M.S. (1968). Variations in patients' compliance with doctors'
advice: An empirical analysis of patterns of communication.
American Journal of Public Health. 58, 274-288.
Dillman, D.A. (1983). Mail and other self-administered question
naires. In P.H. Rossi, J.D. Wright & A.B. Anderson (Eds.).
Handbook of Survey Research (pp.359-377). Orlando, FL: Aca
demic Press.
DiMatteo, M.R. & Hays, R. (1980). The significance of patient per
ceptions of physician conduct: A study of patient satisfaction
in a family practice setting. Journal of Cornimin-ftry Health.
6(1), 18-33.
DiMatteo, M.R., Prince, L.M. & Taranta, A. (1979). Patients' per
ceptions of physicians' behavior: Determinants of patient
commitment to therapeutic relationships. Journal of Cornimmfn?
Health. 4(4), 280-289

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

118

DiMatteo, M.R., Taranta, A., Friedman, H.S. & Prince, L.M. (1990).
Predicting patient satisfaction from physicians' nonverbal
communication skills. Medical Care. XVIII(4). 376-387.
Driskell, J.E. 6c Mullen, B. (1990). Status, expectations, and
behaviors: A meta-analytic review and test of theory.
Personality and Social Psychology Bulletin. 16 (3), 541-553.
Duncan, W.J. (1979). Mail questionnaires in survey research: A review
of response inducement techniques. Journal of Management. 5.,
39-55.
Eisenberg, H. (1980). Patient representatives: Sometimes they even
help doctors. Medical Economics. 5Z(19), 80-91.
Elbeck, M. (1992). Patient contribution to the design and meaning
of patient satisfaction for quality assurance purposes: The
psychiatric case. Health Care Management Review. 12.(1), 91-95.
Elbeck, M. 6c Fecteau, G (1990) . Improving the validity of measures
of patient satisfaction with psychiatric care and treatment.
Journal of Hospital and Community Psychiatry. 41(9), 998-1001.
Ettinger, W.H., Casani, J.A., Coon, P.J., Muller, D.C., & PiazzaAppel, K. (1987). Patterns of use of the emergency department
by elderly patients. Journal of Gerontology. 42.(6), 638-642.
Feletti.G, Firman, D. 6c Sanson-Fisher, R. (1986). Patient satisfac
tion with primary care consultations. Journal of Behavioral
Medicine. 9(4), 389-399.
Fisk, T.A., Brown, C.J., Cannizzaio, K., 6c Naftal, B. (1990). Creat
ing patient satisfaction and loyalty. Journal of Health Care
Marketing. 10(2), 5-15.
Fox, G.V. 6c Storms, D.M. (1981). A different approach to socio
demographic predictors of satisfaction with health care.
Social Science and Medicine. 15A. 557-564.
Fox, R.J., Crask, M.R. & Kim, J. (1994). Mail survey response rate:
A meta-analysis of selected techniques for inducing response.
Public Opinion Quarterly. 58.(1), 68-76.
Francis, V., Korsch, B.M. 6c Morris, M.J. (1969). Gaps in doctorpatient communication: Patients' response to medical advise.
The New England Journal of Medicine. 280(10), 535-541.
Friedman, M.L. 6c Churchill, G.A. (1987). Using consumer perceptions
and a contingency approach to improve health care delivery.
Journal of Consumer Research. 13(4), 492-510.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

119

Gabel, L.L., Lucas, J.B. & Westbury, R.C. (1993). Why do patients
continue to see the same physician? Family Practice Journal.
13(2), 133-147.
Gardner, K.G. & Wheeler, E. (1988). Patients' and staff nurses'
perceptions of supportive nursing behaviors: A Preliminary
analysis. In M. M. Leininger (Ed.) Caring: An essential human
need: Proceedings of the three national caring conferences (pp.
109-113). Detroit: Wayne State University.
Gekas, A.B. (1978). Good patient relations can help abate potential
risk situations. Hospitals. 52.(6), 58.
Gerace, T.M. & Sangster, J.F. (1987). Factors determining patients'
satisfaction in a family practice residency teaching center.
Journal of Medical Education. 62(6), 185-190.
Gillette, J.L., Byrne, T.J. & Cranston, J.W. (1982). Variable af
fecting patient satisfaction with health care services in the
college health setting. Journal of the American College Health
Association. 30. 167-170.
Goodstadt, M.S., Chung, L., Kronitz, R. fit Cook, G. (1977). Mail sur
vey response rates: Their manipulation and impact. Journal of
Marketing Research. XIV. 391-395.
Goyder, J.C. (1982). Further evidence on factors affecting response
rate to mailed questionnaires. American Sociological Review.
47, 550-553.
Greene, J. (July, 1994). Competition for patients spurs hospitals'
concern for the outcomes. Modern Healthcare, pp. 30-31.
Greenley, J.R. & Schoenherr, R.A. (1981). Organization effects on
client satisfaction with humanness of service. Journal of
Health and Social Behavior. 22. 2-18.
Guzman, P.M., Sliepcvich, E.M., Lacey, E.P., Vitello, E.M., Mattem,
M.R., Woehlke, P.L. & Wright, W.R. (1988). Tapping patient
satisfaction: A strategy for quality assessment. Patient
Education and Counseling. 12.(3)* 225-233.
Hall, J.A. & Doman, M.C. (1988). What patients like about their
medical care and how they are asked: A metanalysis of the
satisfaction literature. Social Science and Medicine. 27(9).
935-939.
Hansagi, H., Carlsson, B. & Brismar, > (1992). The urgency of care
need and patient satisfaction at a hospital emergency depart
ment. Health Care Management Review. 12.(2) , 71-75.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

120

Harvey, L. (1987). Factors affecting response rates to mailed
questionnaires: A comprehensive literature review. Journal of
the Market Research Society. £9(3), 341-353.
Hofmann, P.B. (1979).
13(22), 80-82.

Can Hospitals Afford to care less?

Hospitals.

Hogan, N. S. (1980). Humanizing health care: Task of the patient
representative. Oradell, New Jersey: Medical Economics.
Houston, M.J. & Ford, N.M. (1976). Broadening the scope of metho
dological research on mail surveys. Journal of Marketing
Research. 13, 397-403.
Howard, J. & Derzon, R.A. (1979). Prospects for human care are
hopeful. Hospitals. 53(22), 76-79.
Hsieh, M. & Kagle, J.D. (1991). Understanding patient satisfaction
and dissatisfaction with health care. Health & Social Work.
16(4), 281-290.
Hulka, B.S., Zyzanski, S.J., Cassel, J.C. & Thompsom, S.J. (1971).
Satisfaction with medical care in a low income population.
Journal of Chronic Diseases. 24. 661-673.
Huttmann, B. (1981).

The patient's advocate. New York: Viking.

Inguanzo, J.M. (1992). Taking a serious look at patient expecta
tions. Hospitals. 66.(17), 68.
John, J. (1991). Improving quality through patient-provider com
munication.' Journal of Health Care Marketing. 11(4), 51-60.
Johnson, M.F. , Heinzerling, S.B., Mallison, K. , McGum, J, Rock, P.
& Smith-McMahon, D. (1993). Emergency department volunteer
liaison family communication program. Journal of Emergency
Nursing. 19(1), 34-37.
Kaim-Caudle, P.R. & Marsh, G.N. (1975). Patient-satisfaction survey
in general practice. British Medical Journal. X. 262-264.
Kalafat, J., Siman, M.L. & Walsh, L. (1991). A systematic health
care quality service program. Hospitals & Health Services
Administration. 36(b ), 571-587.
Kaldenberg, D.O., Koenig, H.F. & Becker, W. (1994). Mail survey
response rates patterns in a population of the elderly: Does
response deteriorate with age? Public Opinion Quarterly. 58,
68-76.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

121

Kanuk, L. & Berenson, C. (1975). Mall surveys and response rates:
A literature review. Journal of Marketing Research. 12, 440453.
Kippels, C. & Perry, F. (1979). Medical center supports patient
advocacy. Hospitals. 53(22), 107-110.
Kleinsorge, I.K. & Koenig, H.F. (1991). The silent customers: Mea
suring customer satisfaction in nursing homes. Journal of
Health Care Marketing. 11(4), 2-13.
Korsch, B.M., Gozzi, E.K., & Francis, V. (1968). Gaps in doctorpatient communication: Doctor-patient interaction and patient
satisfaction. Pediatrics. 42(5), 855-871.
Koska, M.T. (1989).
63(3), p. 32.
Kraus, I. (1979).
84-85.

Quality-thy name is nursing care.

Hospitals need humanism.

Hospitals.

Hospitals. 53(22).

Lane, D.S. & Evans, D. (1978). Study measures impact if emer
gency ombudsman. Hospitals. 52.(3), 99-104.
Larsen, D.L., Attkisson, C.C., Hargreaves, tf.A. & Nguyen, T.D.
(1979). Assignment of client/patient satisfaction: Develop
ment of a general scale. Evaluation and P r o g r a m Planning, 2,
197-207.
Larson, D.C. & Rootman, I. (1976). Physician role performance and
patient satisfaction. Social Science and Medicine. 10. 29-32.
Lee, G. (1985). Patient representation: Now more than ever.
gan Hospitals. 21(8), 19-23.

Michi

Lehmann, C.U., Barr, J. & Kelly, P.J. (1994). Emergency departments
utilization by adolescents. Journal of Adolescent Health. 15.
485-490.
LeVois, M., Nguyen, T.D. & Attkisson, C.C. (1981). Artifact in
client satisfaction assessment: Experience in community mental
health settings. Evaluation and P m g r a m Planning. 4, 139-150.
Linder, J.C. (1991). Outcomes measurement: Compliance tool or stra
tegic initiative? Health Care Management Review. 16(4), 21-33.
Linder-Pelz,
S. (1982). Toward a theory of patient satisfaction.
Social Science and Medicine. 16. 577-582.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

122

Linn, L. S. (1975). Factors associated with patient's evaluation
of health care. The Milbank Memorial Fund Quarterly. 52.
531-548.
Linn, M.W., Linn, B.S. & Stein, S.R. (1982). Satisfaction with
ambulatory care and compliance in older patients. Medical
Care. 20, 606-614.
Linsky, A.S. (1975). Stimulating responses to mailed questionnaires:
A review. Public Opinion Quarterly. 39. 82-101.
Lochman, J.E. (1983). Factors related to patients' satisfaction
with their medical care. Journal of Community Health £(2),
91-109.
Love, R.E., Caid, C.D. & Abraham, D. Jr. (1979). The user satisfac
tion survey: Consumer evaluation of an inner city community
mental health center. Evaluation and the Health Professions.
2, 42-54.
Mailick, M.D. (1984). Steps to professionalization: Patient re
presentatives. Journal of Allied Health. 13(14), 263-271.
Mailick, M.D. & Rehr, H. (Eds). (1981). In the patient's interestaccess to hospital care. New York: Prodist.
Malone, R.E. (1995). Heavy users of emergency services: Social
construction of a policy problem. Social Science Medicine.
40(4), 469-477.
Marks, J.H. (1984). Advocacy in health care: The power of the si
lent constituency. Clifton, N.J.: Humana Press.
Marquis, M.S., Davies, A.R. & Ware, J.E. Jr. (1982). Patient sat
isfaction and change in medical care providers (N-1859 HHS).
Santa Monica: Rand Corporation.
McCoy, H.V., Kipp, C. W. & Aher, M. (1992).
reliance on the emergency department.
Care. 17(1), 23-37.

Reducing older patients'
Social Work in Health

McDonald, N. (1980). Patient rep can be viewed as fiscal asset.
Hospitals. 5 4 m . 42-47.
McFee, C.B. , Zusman, J. fit Joss, R.H. (1975). Measurement of patient
satisfaction: A survey of practices in community mental health
centers. Comprehensive Psychiatry. 16(4), 399-404.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

123

Meisenheimer, C. (1991). The consumer: Silent or intimate player in
the quality revolution. Holistic nursing practice. 5.(3),
39-50.
Meredith, P. (1993). Patient satisfaction with communication in
general surgery: Problems of measurement and improvement.
Social Science and Medicine. 32.(5), 591-602.
Mowen, J.C., Licata, J.W. & McPhail, J. (Summer, 1993). Waiting in
the emergency room: How to improve patient satisfaction.
Journal of Health Care Marketing, pp. 26-33.
O'Malley, J. & Serpico-Thompson, D (1992). Redesigning rules for
patient centered care. Journal of Nursfng Administration.
22(7-8), 30-34.
O'Shea C.L. (1987, September).
Digest, pp. 67-71.

Someone to share the hurt.

Readers

Parker, S. (1978). Risk management: many solutions proposed and
success noted. Hospitals. 52(7), 156.
Pascoe, G.C. (1983). Patient satisfaction in primary health care:
A literature review and analysis. Evaluation and Program
Planning. 6, 185-210.
Pascoe, G.C. & Attkisson, C.C. (1983). The evaluation ranking scale:
A new methodology for assessing satisfaction. Evaluation and
Program Planning. 6, 335-347.
Patrick, D.L., Scrivens, E. & Charlton, J.R. (1983). Disability and
patient satisfaction with medical care. Medical Care. 21(11),
1062-1075.
Pearman, W.A. (1978).
representative.
267.

Hospitals support for the role of the patient
Journal of Health Care Marketing. 1(2), 248-

Penchansky, R. & Thomas, J.W. (1981).
ical Care. XI£(2), 127-140.

The concept of Access.

Med

Perreault, M., Leichner, P., Sabourin, S. & Gendreau, P. (1993).
Patient satisfaction with outpatient psychiatric services.
Evaluation and Program Planning. 16. 109-118.
Piper, L.E. (1989). Waiting time in outpatient care: A study of
divergent perspectives. Military Medicine. 154(8), 401-403.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Pope, C.R. (1978). Consumer satisfaction in a health maintenance
organization. Journal of Health and Social Behavior. 19.
291-303.
Press, I., Ganey, R.F. & Malone, M.P. (1992). Patient satisfaction:
Where does it fit the quality picture? Trustee. 45(4). 8-10,

21.
Ross, C.K., Frommelt, G., Hazelwood, L. & Chang, R.W. (1987). The
role of expectations in patient satisfaction with medical
care. Journal of Health Care Marketing. 2(4), 16-26.
Ross, C.E., Wheaton, B., & Duff, R.S. (1981). Client satisfaction
and the organizaiton of medical practice: Why time counts.
Journal of Health & Social Behavior. 22. 243-255.
Rossi, P.H., Wright, J.D. & Anderson, A.B. (1983).
vey Research. Orlando; Academic Press.

Handbook of Sur

Rowland-Morin, P.A. & Carroll, J. G (1990). Verbal communication
skills and patient satisfaction: A study of doctor-patient
interviews. Evaluation and the Health Professions. 13(2),
168-185.
Sax, A.B. (1979). Patient relations in risk management. Quality
Review Bulletin. 5(4), 14-15.
Scott, R.A., Aiken, L.H., Mechanic, D. & Moravcsik, J. (1995).
Organizational aspects of caring. The Milbank Quarterly.
73(1), 77-95.

-

Shore, B.E. & Franks, P. (1986). Physician satisfaction with pa
tient encounters: Reliability and validity of an encounterspecific questionnaire. Medical Care. £4(7), 580-589.
Smith, A.E. (March, 1993). Get past the current cost focus and
concentrate on outcomes. Modern Healthcare, p. 32.
Spiegel, A.D. & Backhaut, B.H. (1980). Curing and caring: A review
of the factors affecting the quality and acceptability of
health care. Jamaica, New York: Spectrum.
Starfielf, B. (1974). Measurement of Outcome: A proposed scheme.
Milbank Memorial Fund Quarterly. 5.(1), 39-50.
Stein, M.D., Fleishman, J., Mor, V. & Dresser, M. (1993). Factors
associated with patient satisfaction among symptomatic HIVinfected persons. Medical Care. 31(2), 182-188.
”

Reproduced with permission

of the copyright owner. Further reproduction prohibited without permission.

